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Following decades of improved oral health care, many people in New Zealand now 
reach older age with their own teeth. However, dependent New Zealanders (those who 
require regular care support through home-based care or aged residential care 
facilities) have poor oral health, suggesting that they are not receiving adequate oral 
health care. This affects their overall health and quality of life in ways that may be 
painful, debilitating or fatal. These problems are exacerbated by shortfalls in oral health 
services, which are frequently unaffordable and/or inaccessible. 
This thesis explores the feasibility and acceptability of publicly-funded oral health care 
provision for dependent older people in New Zealand among key informants from the 
oral health and aged care sectors. The New Zealand oral health and aged care systems 
are compared and contrasted with those from Canada, Australia, the United Kingdom 
and Ireland. These comparable countries face similar issues in cost and access barriers 
for dependent older people, and have various approaches that could be applied in the 
New Zealand setting. The research was framed by Guay’s (2005) three-point model of 
addressing demand, expanded by Smith (2010) to include awareness. Semi-structured 
interviews were conducted with eight key informants, comprising experts in dentistry, 
aged care, health policy and older people’s advocacy. 
This research confirmed that dependent older New Zealanders’ oral health is in a state 
of crisis. Oral health policy has not been sufficiently developed or implemented to guide 
oral health care for older people. Preventive oral health care is insufficient for purpose, 
while cost and access barriers frequently prohibit clinical treatment. The oral health 
and aged care workforces both require improved conditions, regulation, training and 
interdisciplinary alliances to meet dependent older people’s oral health needs. While 
the workforce is interested in making these changes, centralised public funding is 
necessary for their implementation, and to reduce cost barriers for patients. 
Accessibility can be helped through a combination of in-house, mobile and domiciliary 
care provision, and more widespread training in special care dentistry. Any oral health 
care programme must foreground the human rights of older people, disabled people, 
and other socioeconomic minorities such as Māori and Pasifika people. 
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This thesis concludes that publicly-funded oral health care for dependent older people 
is not only acceptable but urgently necessary, and highly feasible if effective political 
strategies are developed for its implementation. It therefore recommends a call to 
action by oral health and aged care professionals, older people’s advocates, disability 
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Chapter 1: Background 
1.1 Introduction 
The mouth is one of the most important parts of the human body. It is crucial for 
survival, since we use it for eating and drinking. We also use it for speaking, the main 
way most people communicate, and as part of intimate and/or sexual physical contact. 
Maintaining a healthy mouth is therefore an important determinant of physical, mental 
and social health. Oral diseases not only inhibit the mouth’s core functions, but can also 
contribute to other physical and psychological health conditions, thus impacting the rest 
of the body and mind. Aside from the immediate physical effects of poor oral health, 
people’s oral health status can also shape their social position, employment, 
interpersonal relationships, mental health and overall wellbeing (Ministry of Health, 
2006). 
Given these realities, why does the contemporary New Zealand health system not fund 
the majority of adult oral health care? The Ministry of Health (2010) report Our Oral 
Health: Key Findings of the 2009 New Zealand Oral Health Survey found high levels of 
oral disease in the population. Although the oral health of all age groups requires 
societal attention, that of older people is a growing concern as the population ages. 
Older people worldwide and in New Zealand have high rates of dental caries, 
periodontal disease, tooth loss and edentulism, and oral cancers(CBG Health Research, 
2015; Ministry of Health, 2010; Petersen et al., 2005). By 2043, older New Zealanders 
are expected to represent up to one-quarter of the population (Macpherson, 2016), 
which (in turn) will generate an influx of new care needs in both aged care and oral 
health. Over time, improvements in dental care and the more widespread use of fluoride 
(in toothpastes and community water supplies) has meant that more older people have 
remained dentate (retained at least one natural tooth), meaning that they face new 
challenges in oral health issues and care (CBG Health Research, 2015). 
Older people dependent on others for their day-to-day care and activities of daily living 
are of particular concern, as they are at greater risk of poor oral health than their 
independent counterparts (CBG Health Research, 2015). In this thesis, ‘dependent older 
people’ refers to people aged 65+ who require assistance with ongoing personal care, 
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either in aged residential care (ARC) facilities or through home-based support 
(hereafter referred to as ‘ARC facility residents’ and ‘home-based dependent older 
people’, respectively). Research shows that older people’s oral health-related quality of 
life often worsens as their frailty increases (frailty defined as an overall loss in systemic 
health that produces vulnerability to injury or disease (Miura et al., 2010; Heppenstall 
et al., 2009). In New Zealand, the 2012 New Zealand Older People’s Oral Health Survey 
(NZOPOHS) examined the oral health of ARC facility residents and home-based 
dependent older people, with concerning results (CBG Health Research, 2015). The 
survey found high rates of oral diseases and unmet treatment need, low ability to 
engage in protective oral health behaviours, and social inequities in both oral health and 
treatment access. 
While some of these issues can be attributed to constitutional factors, such as frailty and 
multi-morbidities that challenge dental treatment, very few oral health problems are an 
inevitable by-product of the ageing process. Rather than examining individuals’ 
lifestyles and behaviours, public health discourses suggest that socio-economic factors 
are key determinants of dependent older people’s oral health. Social inequities in wider 
society result in poor oral health among socio-economic minorities, as will be discussed 
in a later section. The structure of the health care system is one of many key 
determinants of these issues. As dependent older people are particularly reliant on 
others for personal and health care, their oral health is substantially shaped by this care 
provision. 
The oral health and aged care sectors require substantial changes to adequately provide 
dependent older people’s oral health care. Privatisation in the aged care sector arguably 
decreases the potential for standardisation and regulation of care, and thus potentially 
inhibits the development and maintenance of consistent and effective oral health care 
protocols. Meanwhile, privatisation in oral health care (as is the case in New Zealand) 
inhibits dentists’ ability to treat dependent older people, partly owing to the expense of 
the work and of making their practices accessible. Workplace conditions also inhibit 
workers’ ability to adequately look after patients’ oral health in both sectors. Aged care 
workers, in both ARC facilities and home-based support, are typically overworked and 
underpaid. This means they do not always have the capacity to provide adequate oral 
health care for their patients. This is likely one of many factors in why older people’s 
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oral health often substantially deteriorates upon entry into ARC facilities (Grey Power, 
2010). 
The low priority of oral health within aged care reflects its position within the New 
Zealand oral health system as a whole. Although oral health care is free for people until 
their 18th birthday, for people aged 18 and over it is almost entirely privatised. This 
differentiates oral health care from systemic health care, almost all of which is partially 
or fully state-funded according to sector. It thus hinders the health system both from 
recognising the importance of oral health and from providing holistic treatment that 
addresses the connections between oral, systemic, mental, and social health. This affects 
the oral health care provision for dependent older people, who usually have multi-
morbidities that require consideration in treatment planning. 
In New Zealand, the overwhelming majority of expenditure on adult oral health care is 
private, at $1 billion per annum compared to $100 million from District Health Boards 
(DHBs) and other agencies (Ministry of Health, 2018b). In the absence of state funding 
for adult oral health care, oral health practitioners must recoup almost all treatment 
provision costs from patients, either through direct fees or dental insurance (Ministry of 
Health, 2010). This creates a cost barrier for patients, which is a key focus of this thesis. 
According to the 2009 New Zealand Oral Health Survey, 44.1% of people reported 
delaying or avoiding dental treatment owing to the cost (Ministry of Health, 2010). 
Among dependent older people, the 2012 NZOPOHS reported this figure as 17.3% of 
ARC facility residents and 32.1% of home-based dependent older people (CBG Health 
Research, 2015). Cost-related avoidance of treatment often results in poorer oral health 
and necessitates more drastic procedures (such as extractions) upon finally accessing 
treatment (Ministry of Health, 2010). Jatrana and Crampton (2020) found that delayed 
dental treatment owing to cost had a greater negative health effect than similarly 
delaying primary medical care. 
Inaccessibility is another key barrier, particularly for dependent older people. 
Travelling to dental practices can be both a cost and access barrier for people with 
reduced mobility. Smith et al. (2020) found that home-based dependent older people 
report often being reliant on public transport, and requiring accessibility enablers to 
travel safely, such as bus stops with seats and buses without steps, that are often 
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unavailable. Accessibility barriers often arise again when they reach their dental 
appointment if the dental practice is more designed to treat able-bodied people. 
Moreover, special care dentistry is scarcely available outside of hospitals and 
inconsistently provided across the country (Smith et al., 2019). This means that 
dependent older people’s oral health treatment is often redirected to hospital settings, 
which are not always appropriate for them, especially when treatment entails 
admission. A stay in hospital for too long can leave older people open to acquiring 
infections, losing mobility, receiving inappropriate medication, and experiencing social 
isolation (Associate Minister of Health, 2016). Preventive oral health care is also 
difficult to access, partly because its provision within aged care is limited by 
understaffing and overwork. 
The obstacles to dependent older people receiving oral health care are not 
individualised but systemic. This thesis therefore takes a public health approach to 
investigate key informants’ views on how the oral health and aged care systems 
currently serve dependent older people’s oral health needs, and to determine what 
could be done to change the current situation. Many cost and access barriers to 
dependent older people’s oral health care are influenced by the profit-based priorities 
of private markets. Publicly funding oral health care would likely be one way to ensure 
greater equity, oversight, standardisation and regulation of oral health care practice and 
treatment planning. 
To publicly fund dependent older people’s oral health care, it is necessary to establish 
what this care provision would look like and what funding models would be 
appropriate. This thesis sought the views of key informants on the feasibility and 
acceptability of publicly providing and funding oral health care for dependent older 
people. As this objective requires broad structural changes to policy and practice within 
oral health and aged care, workers with professional and political experience in either 
or both sectors were interviewed. Their opinions were sought on how dependent older 
people’s oral health care should be provided and the workforce development necessary 
to improve this provision; the funding models that would be appropriate, and the 
political strategies that could create an impetus for these changes. 
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1.2  Research questions 
This thesis seeks to answer the central research question: 
What is the feasibility and acceptability of publicly-funded oral health care for 
dependent older people among key informants from the health and aged care 
sectors? 
and sub-questions: 
a) What are key informants’ perspectives on providing appropriate oral health 
care for dependent older people? 
b) What are key informants’ perspectives on funding appropriate oral health 
care provision for dependent older people? 
1.3  Thesis outline 
This chapter described the purpose of this thesis. Chapter 2 outlines the common oral 
health problems (and related secondary health conditions) among dependent older 
people, discusses how New Zealand’s socioecological environment and its structural 
inequities contribute to these problems, and describes the theoretical frameworks used 
to determine the focus of this thesis. 
Chapter 3 reviews the literature to determine how New Zealand’s oral health sector, 
aged residential care facilities and home-based care structure, fund and provide oral 
health care for dependent older people. It also examines the oral health and aged care 
systems of Canada, Australia, the United Kingdom, and Ireland, and draws comparisons 
between them and New Zealand. 
Chapter 4 outlines the qualitative methodology and methods used for the research. 
Chapter 5 presents the results of the interviews with key informants. Chapter 6 





Chapter 2: Oral health and its determinants 
2.1  Introduction 
This chapter describes the primary oral health problems and secondary associated 
health issues that dependent older people in New Zealand are likely to experience. It 
then describes the socioecological determinants of poor oral health, including 
socioeconomic deprivation and social marginalisation. Finally, it outlines the theoretical 
frameworks used to determine the focus of this research. 
2.2 Primary oral health problems 
Oral health among older people has improved over recent decades, particularly the 
greater retention of natural teeth and reduction of edentulism (Thomson, 2012). 
However, as mentioned earlier, remaining dentate also leaves older people more 
susceptible to a variety of oral health conditions. The prevalence of dental caries, tooth 
loss and edentulism, periodontal disease, and dry mouth (Thomson, 2014) is still high 
among dependent older people, and in some cases increasing. Oral cancers represent 
about 2% of all cancers diagnosed in New Zealand (New Zealand Cancer Society, 2018). 
Each of these oral diseases causes considerable physical, psychological and social 
problems that affect people’s oral health-related quality of life. Mouth pain or 
discomfort can make it difficult for people to carry out daily activities such as eating, 
socialising, exercising, or running errands (Gerdin et al., 2005). Concerns about people’s 
appearance, along with compromised ability to communicate or eat tidily, can 
contribute to social stigma, low self-esteem, and older people’s social isolation (Slade et 
al., 1996). Dental pain may also provoke adverse changes in diet and nutrition, as people 
opt for softer foods to avoid chewing pain, which can in turn cause problems for their 
systemic health including sarcopenia (loss of muscle tone) (Barbe et al., 2018; Emami et 
al., 2013; van Kuijk et al., 2020). Having multiple systemic health issues, a common 
problem for dependent older people, often results in polypharmacy, a risk factor for oral 
diseases (Thomson et al., 2020). 
Dependent older people may also have health conditions that inhibit oral health care or 
treatment.  While daily oral self-care is a key preventive measure for oral disease, a 
proportion of older people lack this capacity, particularly those with conditions that 
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impair cognitive functioning and/or manual dexterity. For instance, a person with 
tremor or arthritis may have difficulties or be unable to manually clean their teeth, 
leaving them more susceptible to dental caries, periodontal disease and infection. 
However, dependent older people’s frailty means that dental practitioners cannot 
always address dental problems, particularly when invasive treatment options present 
a risk to their systemic health. Moreover, dependent older people usually have myriad 
health issues, and may be more likely to accept poor oral health as a part of ageing than 
younger groups. Lowered expectations of oral health often influence people’s choices 
about oral hygiene and dental treatment (Thomson, 2012, 2014). Flexibility about 
treatment provision is thus crucial for the dependent older population. 
The following sections outline how primary oral health problems affect ARC facility 
residents and home-based dependent older people in particular. 
2.2.1 Dental caries 
Owing to the decline in edentulism, dental caries is becoming the leading cause of 
primary oral health problems for dependent older people (CBG Health Research, 2015; 
Selwitz et al., 2007). The incremental rate of new carious lesions among dentate older 
people is around the same rate as for younger people, affecting an average of around 
one new surface per year (Broadbent et al., 2008; Thomson, 2004). This problem is 
likely to worsen as more older people remain dentate. Regardless of age, dental caries 
risk is increased by diet, particularly sugar consumption, inadequate oral hygiene, poor 
access to dental services, dry mouth (xerostomia), cognitive decline and low education 
levels (Chen et al., 2013; Gati & Vieira, 2011; Sánchez-García et al., 2010). Aetiologically 
speaking, root caries is the greatest contributor to tooth loss among older people (Gati 
& Vieira, 2011), a problem that will be discussed in the following section. 
Dental caries prevalence often increases with dependency. The 2012 NZOPOHS found 
that 61.3% of ARC facility residents and 43.2% of home-based dependent older people 
had untreated coronal decay on one or more teeth (CBG Health Research, 2015). 
Similarly, the mean number of teeth with untreated coronal decay for ARC facility 
residents (2.2) was almost twice that of home-based dependent older people (1.3). 
These findings are similar to those of other countries. For example, a South Australian 
study found that older people in ARC facilities had almost twice the rate of dental caries 
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increments as those living in the community; among dementia patients, the figure was 
double again (Chalmers et al., 2005). 
2.2.2 Tooth loss and edentulism 
In 2012, just over half of dependent older New Zealanders were edentulous (CBG Health 
Research, 2015). Historically, many New Zealanders opted to have all their remaining 
teeth removed in a single visit and placement of dentures at a comparatively young age, 
partly to avoid painful and expensive restorative dental procedures (Schmidt & Moffat, 
2011). Freedom from diseases such as dental caries means that some edentulous older 
people may have a better oral health-related quality of life than their dentate 
counterparts, a factor which needs to be considered in any national treatment plans 
(Smith & Thomson, 2017). However, tooth loss can also have a substantial negative 
impact on overall health and wellbeing. 
Like dental caries, tooth loss can have an adverse effect on diet and nutrition. Natural 
teeth are more efficient for chewing than dentures, as the latter provide a less forceful 
bite and can move around in the mouth, meaning that older people do not always 
choose to wear them regularly. Tooth loss may also be linked to secondary systemic 
health issues such as myocardial infarction (Holmlund et al., 2017). It is also with 
difficulty swallowing, increasing the risk of aspiration pneumonia (Eisenstadt, 2010; 
Holm-Pedersen et al., 2008; Okamoto et al., 2012). 
Because of these issues, much of contemporary oral health treatment is underpinned by 
the ‘Teeth for Life’ philosophy of keeping natural teeth for as long as possible (Smith & 
Thomson, 2017). Older people who have grown up with technologically advanced 
dentistry may be less likely to view edentulism as an acceptable oral health outcome. 
However, the cost and access barriers of restorative procedures often encourage 
avoidance of treatment up until a decayed tooth ends up requiring extraction. The 





2.2.3 Periodontal diseases 
According to Ford et al. (2010), "Chronic periodontitis is among the most common 
chronic infections worldwide with… a prevalence of between 13 and 57% for mild to 
moderate disease and 4–43% for severe disease." (p. 1485) Periodontal disease rates 
are higher in older people than other population age groups (Dye, 2012). Risk factors 
for periodontal diseases include smoking, excessive alcohol use, poor nutrition, 
osteoporosis, HIV and AIDS, diabetes, stress, and an impaired immune system 
(Pihlstrom et al., 2005). If left untreated, periodontal diseases can cause symptoms such 
as chronically bleeding gums, difficulty chewing, halitosis, and increased tooth mobility 
due to loss of supporting bone, the latter contributing to tooth loss (Kato et al., 2018; 
Persson & Persson, 2005). The diseases may also be risk factors for cardiovascular 
disease, kidney failure, diabetes, and rheumatoid arthritis (Ameijeira et al., 2017; Chen 
et al., 2015). 
At the patient level, periodontal diseases can be prevented by basic regular oral self-
care, i.e. tooth-brushing and flossing. Professional treatment involves non-surgical oral 
therapy to try and remove damaged tissue from periodontal pockets, often 
supplemented by antibiotics. Those with advanced periodontitis may require surgical 
treatment that involves dental and prosthetic repair, and helping regenerate 
periodontal support (Pihlstrom et al., 2005). As this is quite invasive, dependent older 
people may be unable to access it. Preventive treatment is therefore a core necessity 
within aged care. 
2.2.4 Dry mouth 
The 2012 NZOPOHS found that 52.7% of ARC facility residents and 69.7% of home-
based dependent older people reported having a dry mouth (CBG Health Research, 
2015). The feeling of dry mouth is clinically known as xerostomia, and is often (though 
not always) caused by a lack of saliva production known as salivary gland hypofunction 
(Thomson, 2015). Since saliva contains important minerals for breaking down acids, 
bacteria and other material in the mouth, salivary gland hypofunction can cause oral 
health problems at a biological level. Meanwhile, xerostomia can trigger behavioural 
coping mechanisms that contribute to poor oral health, such as sucking on sweets to 
relieve the feeling of dry mouth (Benn, 2012). Both conditions increase the risk of 
various oral health problems, such as ulcers or yeast infections, dental caries, tooth loss, 
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sleep disruption, and other health problems (Frydrych, 2016). Hyposalivation and 
xerostomia are also exacerbated by diabetes (Lima et al., 2017). 
In New Zealand, the 75+ age group has the highest rates of xerostomia, at 26% of the 
population (Benn, 2012). However, xerostomia does not appear to be an organic or 
intrinsic part of ageing; treatments for systemic diseases, most commonly prescription 
or non-prescription medications, are the leading cause of dry mouth in older people, 
with polypharmacy increasing the symptoms (Turner & Ship, 2007). This problem 
worsens as life expectancy increases and older people develop comorbidities requiring 
more medications. Benn and Thomson (2014) recommended that treatment plans for 
dry mouth include a low-sugar diet, adequate hydration, and symptomatic relief 
through sugarfree gum and oral lubricants/moisturisers. 
2.3 Secondary oral health-related problems 
When culture treats oral health as a discrete entity, it exacerbates a variety of health 
problems by obscuring the connection between oral and systemic health. If oral 
diseases are left untreated, they can contribute to secondary health issues such as 
dementia (Müller et al., 2017), aspiration pneumonia (Kikutani et al., 2015), 
cardiovascular disease and strokes (Chistiakov et al., 2016), and diabetes (Lima et al., 
2017). Oral diseases and systemic health conditions can have a two-way effect, 
aggravating each other’s symptoms and worsening the patient’s overall health and 
wellbeing. This section further details the systemic health problems mentioned above 
and their connections to oral health. 
2.3.1 Dementia 
Dementia affects roughly 35.6 million people worldwide, a number that is set to more 
than triple by 2050 as the population ages (Chan, 2012). As people with dementia 
cannot easily look after themselves and their health, they have higher rates of 
periodontal disease, dental plaque, edentulism, and dental caries than patients with full 
cognitive capacity (Gil-Montoya et al., 2017; Müller et al., 2017). 
Owing to the difficulties of collecting data on people with dementia (Siegel et al., 2017), 
the aged care sector cannot currently implement fully accurate guidelines on best 
practice for caring for these patients. Patients with dementia are quite vulnerable and at 
times uncooperative, making it difficult to administer daily oral care such as tooth 
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brushing. Moreover, dementia patients are more likely to be mistreated in ARC facilities 
than other patients, partly owing to their inability to resist or seek outside assistance 
(Lindbloom et al., 2007). Among other problems, this may mean their oral health may 
be neglected by staff. 
This scarcity of resources and knowledge is particularly concerning in light of research 
that suggests a two-way link between poor oral health and cognitive decline. Chewing 
stimulates blood flow in the brain, specifically in the prefrontal cortex and 
hippocampus, and thus may help prevent or delay the degradation of cognitive function 
(Kaye et al., 2010; Müller et al., 2017; Singhrao et al., 2015). Although it remains 
uncertain whether poor oral health causes cognitive decline, and evidence of restorative 
dental measures preventing or reversing cognitive decline is scarce (Foltyn, 2015; 
Müller et al., 2017), people with dementia would clearly benefit from improved oral 
health care. 
2.3.2 Aspiration pneumonia 
Oral health issues are a particularly substantial cause of aspiration pneumonia, a type of 
pneumonia caused by inhaling food, liquids, bodily fluids such as saliva, or bacteria 
rather than swallowing them. Having poor oral health increases the likelihood of this 
occurring, as the requisite dietary and chewing changes contribute to indigestion, 
malnutrition, and a reduced immune function (Kikutani et al., 2015; Müller et al., 2017). 
If people do not perform or receive adequate oral care, oral bacteria in the mouth 
increase in number and variety, creating prime conditions for aspiration pneumonia. 
Wearing dentures overnight can also contribute to this problem. 
Older age and cognitive decline are risk factors for aspiration pneumonia, which is a 
leading cause of death for older people (Connolly, 2010). While many conditions 
contribute to aspiration pneumonia, most research shows that daily oral hygiene care is 
one of the most effective preventive treatments (El-Solh, 2011; Loeb et al., 2003; 
Pássaro et al., 2016). In Sweden, Sjögren et al. (2008) wrote that “Approximately one in 
10 cases of death from pneumonia in elderly nursing home residents may be prevented 
by improving oral hygiene.” (p. 2124) Effective oral health interventions against the 
condition have included mechanical oral hygiene (such as tooth-brushing) and weekly 
professional oral health care (Kaneoka et al., 2015; Sjögren et al., 2008). However, 
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further research is needed to develop an effective oral health care programme to help 
prevent aspiration pneumonia, particularly within ARC facilities (El-Solh, 2011). 
2.3.3 Cardiovascular disease and strokes 
Cardiovascular disease (CVD) is the leading cause of death for older people worldwide, 
including in New Zealand (Fuster et al., 2011; Ministry of Health, 2018a). Poor oral 
health, particularly periodontal diseases, may be a risk factor for atherosclerotic heart 
diseases, including strokes (Chistiakov et al., 2016). Oral health treatment is therefore 
necessary to control the inflammatory burden for patients with existing CVD, and as a 
preventive measure to stop or delay its initial development (Ford et al., 2010). Having a 
heart attack or a stroke often negatively affects people’s oral health, as impaired 
physical or cognitive function may render them unable to regularly maintain proper 
oral hygiene. 
2.4  Socioecological determinants of dependent older people’s oral health 
While people from all socio-economic backgrounds may experience oral diseases, access 
to oral health treatment is more difficult for some than others. Socio-economic 
inequities are key determinants of both the emergence and treatment (or lack thereof) 
of oral health issues. Older people’s oral health is an integral part of their life course; 
their previous life experiences determine both their oral health issues and appropriate 
treatment planning (Heilmann et al., 2015). Older people’s ill health and dependency 
levels can be compounded by isolation and loneliness, rates of which are higher among 
people aged 75+ than aged 65-74 (Wright-St Clair et al., 2017). 
Oral health treatment cost barriers for dependent older people are compounded by how 
both global and New Zealand society marginalises older people. As an age group, they 
have lower incomes than adults under 65; in New Zealand, 47.1% earn or receive 
$25,000 or less per annum, and only 8.7% earn over $60,000 (Statistics New Zealand, 
2015). As Figure 1 shows, in New Zealand, older people’s (age 65+) median income 
increased between 2006 and 2013. However, it was still below the median of all other 
age groups, except for young people up to age 24. In 2013, the median income of all age 
groups aged 15 and over was $28,500. In contrast, older people’s median income was 





Figure 1: Median personal income by age group: 2006 and 2013 censuses. Source: 
Statistics New Zealand (2015) 
 
Globally, poverty among older people is likely to increase over the next few decades in 
both degree of poverty and proportion affected. Many people face substantial challenges 
towards saving for retirement, such as student debt, unaffordable housing, 
unemployment and economic uncertainty (Flood, 2020). These issues have been further 
compounded by the 2020 financial crisis subsequent to the Covid-19 pandemic, 
estimated to cause up to 195 million job losses worldwide (International Labour 
Organization, 2020). 
As generations of people affected by these problems reach older age, they are likely to 
need even more material support than the current generations of older people. In New 
Zealand, superannuation is provided universally for people aged 65 and over, with a 
fortnightly rate of up to $801.74 for single people ($20,845 per annum) and up to 
$616.72 for people in a relationship ($16,035 per annum) (Work and Income New 
Zealand, 2019a). Dependent older people are likely to be even more materially 
disadvantaged than their independent counterparts, as they are often unable to work 
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and earn money, while simultaneously having greater health care costs. Without access 
to other forms of income, dependent older people may become wholly reliant on 
superannuation and (sometimes) financial assistance from relatives; the latter leaving 
them potentially open to financial abuse (controlling a person’s finances) (Bagshaw et 
al., 2013). 
Current superannuation rates often prove insufficient for older people’s needs as costs 
of living rise, particularly within the housing market (St John & Dale, 2019). After paying 
for housing costs—for which 31% of the population use 30% or more of their weekly 
income—many people do not have much money left over for expenses beyond basic 
living costs (Statistics New Zealand, 2020). Moreover, as housing ownership rates 
decrease under an increasingly expensive housing market, the number of older renters 
is rising, leaving more older people vulnerable to an under-regulated landlording 
system (James & Saville-Smith, 2018). In these precarious situations, dependent older 
people who remain in the community may not be able to afford necessary health 
expenses, including oral health treatment. The consequent poor health outcomes can 
increase older people’s frailty, thus making it increasingly difficult for them to age in 
place. Without adequate home-care support systems, dependent older people may have 
to enter ARC facilities. Housing ownership rates can still shape ARC facility residents’ 
health outcomes, as fewer dependent older people (and their families) are likely to have 
assets to sell to pay for health costs, including oral health treatment (James, 2019). 
While older people are a marginalised population in themselves, contemporary society 
creates inequities within this age group. Working-class people who live in socio-
economically precarious circumstances often have poor diet and sleep routines 
(Harrison & Taren, 2018; Patel et al., 2010). These issues are largely the result of the 
wide range of material, physical and psychological stressors that poverty creates; all of 
which substantially impact their systemic health (Judge & Paterson, 2001). 
Other forms of systemic inequities based on race, gender, sexuality, body type, and 
ability are likely to determine which demographic groups more frequently experience 
these problems (Stuber et al., 2008). Educational system failure and employment 
discrimination mean that, for example, older Māori and Pasifika people are more likely 
to be poor than their Pākehā (New Zealand European) counterparts (Marriott & Sim, 
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2015), and consequently may experience poorer oral health (CBG Health Research, 
2015). Similarly, the median income of older women is less than that of older men 
(Statistics New Zealand, 2015), while transgender people have a much lower median 
income than the cisgender population (Veale et al., 2019). Disabled people experience 
greater poverty rates overall than their non-disabled counterparts, owing largely to 
social stigma and a cultural lack of socio-economic support (Yeo, 2001). These groups’ 
needs are an important facet of an equitable oral health care system. 
The current designs of oral health and aged care systems help entrench these inequities 
and inhibit access to oral health treatment. To unpack these issues and develop 
alternative paradigms, this thesis uses a variety of theoretical frameworks that focus on 
systemic changes for collective solutions to oral health issues, as detailed in the 
following section. 
2.5 Theoretical framework 
Public health research has shown that making collective changes to health policy, 
service accessibility, housing and other determinants of health generally has a greater 
positive effect on health and wellbeing than individual lifestyle changes alone (Dahlgren 
& Whitehead, 2006). While this thesis takes a population health approach, it focuses 
primarily on addressing oral health need through health care provision rather than 
changing the causes of oral ill-health. Although improving ‘the ambulance at the bottom 
of the cliff’ is not a sufficient remedy for oral health issues as a whole, it is still necessary 
for those with ongoing health problems. 
To frame its approach to the health system overall, this thesis draws on Dahlgren and 
Whitehead’s (2006) rainbow model of social determinants of health. As shown in Figure 
2, this situates the individual within broader environmental factors that shape their 






Figure 2:  Dahlgren and Whitehead’s model of social determinants of health. Sourced from 
Dahlgren and Whitehead (2006). 
Each of these health determinants has implications for oral health care system design. 
For example, older people’s individual constitutional factors help determine how much 
oral health care provision will cost; those with conditions such as dementia will require 
different (and presumably more expensive) specialist treatment than those without. 
Following on from that, individual lifestyle factors shape people’s treatment needs; for 
example, current or ex-smokers will have different oral health care needs from non-
smokers. Dependent older people’s living conditions, particularly housing, determine 
how oral health care should be provided; through ARC facilities, mobile units or 
domiciliary care. The affordability and accessibility of oral health care also impacts 
these health determinants; for example, when people change their lifestyle habits, such 
as diet, owing to untreated dental pain. 
The cultural marginalisation of older people has many parallels with disabled people; 
particularly as these groups often overlap. Taylor (2004) wrote that ableism eventually 
affects all people who live to an old age, as they inevitably become infirm. Indeed, the 
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warehousing model of ARC facilities is similar to the historic institutionalisation of 
disabled people, and both populations may be mistreated by their carers (Lindbloom et 
al., 2007; Morris, 1991). Moreover, people with certain physical or mental 
impairments—or simply atypical characteristics—are often treated as though their lack 
of capacity in certain areas (such as cognitive function) strips them of their agency and 
rights to a good quality of life (Morris, 1991). 
Many disability theorists promote interdependence over independence, 
reconceptualising freedom not as the ability to do everything on one’s own, but the 
ability to make choices about what kind of care one receives (Charlton, 1998; Taylor, 
2004). This thesis used disability rights frameworks to treat dependent older people as 
active agents in their own care, and as people who deserve as good a quality of life as 
possible. Removing the current barriers to oral health care access would enable 
dependent older people to make choices about what oral health care they receive and 
how it is delivered. 
Equity-based public policy must consider the differing needs of all minority groups, and 
intersectionality theory thus afforded some illumination for this research. It provides 
insights into how individuals and groups are affected by different and intersecting 
oppressive social structures. In intersectionality theory, gender, race, class and other 
factors often act in concert with one another, shaping both dominant groups’ and 
minorities’ perceptions and experiences (Hankivsky & Jordan-Zachery, 2019). 
Developing oral health care for dependent older people therefore requires knowledge of 
how their health needs are different from those of younger and/or able-bodied people, 
along with the differing needs of minorities within the dependent older population. 
Finally, this thesis drew on Guay’s (2005) theory of oral health care provision for older 
people. Guay’s theory argues that oral health access is determined by demand from the 
target population, an adequate workforce to provide it, and an equitable economic 
environment to ensure that both patients and workers can participate in the 
programme. This theory will be explained and developed in more detail in Chapter 4: 
Methodology. 
In order to inform the thesis objectives, it is necessary to understand how the current 
oral health and aged care systems operate in New Zealand. Chapter 3 provides a review 
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of current and recent literature on these systems and how they affect dependent older 
people. It discusses New Zealand’s dearth of oral health policies for dependent older 
people in the 21st century. To provide comparators, it then examines oral health 





Chapter 3: Literature review 
3.1  Introduction 
Chapters 1 and 2 discussed dependent older people’s position in New Zealand society, 
and the impact it can have on their oral health. The structure of the oral health and aged 
care sectors also shapes dependent older people’s oral health in particular ways. Issues 
such as the often-prohibitive out-of-pocket costs of adult oral health care and its 
(in)accessibility impact dependent older people’s oral health at both global and local 
levels. 
This chapter reviews the current literature to address two questions: 
1) How is oral health care for dependent older people in New Zealand and 
comparable countries currently provided and funded? 
2) How do the systems of health care provision, workforce structure, funding 
models and health policies impact dependent older people’s oral health? 
First, the methods used to search for relevant literature are described. Next, to provide 
background information for this thesis, the structure of the oral health system, ARC 
facilities, home-based care, and governmental oral health policy in New Zealand are 
outlined. The oral health care provision and funding systems of four other countries—
Canada, Australia, the United Kingdom and Ireland—are then described. The chapter 
concludes by comparing and contrasting the different approaches of each system. 
3.2  Literature review methods 
The literature on the status of oral health care provision for dependent older people in 
New Zealand and four other countries (Canada, Australia, the United Kingdom and 
Ireland) was reviewed. Firstly, information was sought on older people as a 
socioeconomic demographic. This prioritised more recent research, but did not limit 
search results by year. It limited information on older people either to sources from 
global bodies such as the World Health Organization, or to New Zealand sources. This 
primarily involved searching the grey literature. At the local level, this included agencies 
like Statistics New Zealand, the Ministry of Health, and the Ministry of Social 
Development; at the global level this included the World Health Organization and the 
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United Nations. As inequities between older people were relevant to the research, 
searches relating to race and gender were included to seek more detailed information 
about minorities’ health problems. 
With the assistance of a reference librarian, an online search was conducted for 
information on oral health funding systems. PubMed, Scopus and Google Scholar were 
used for academic articles, and Google searches for grey literature on the topic. Each 
search engine was customised to limit results to articles published between 2004 and 
2019, and to those published in each country being researched. To find grey literature 
through Google, the search limits “filetype:pdf” and “filetype:doc” were used to find 
relevant reports. 
For each topic, citations in relevant sources were followed, along with 
recommendations from supervisors. 
A list of search terms used is in Appendix A. 
3.3  Structure of dental care system in New Zealand 
As mentioned in Chapter 1, oral health in New Zealand is shaped both by access to care 
and broader socio-economic oral health determinants. One of the primary population-
level interventions for oral illness prevention in New Zealand is community water 
fluoridation. In 2009, 52% of the New Zealand population had access to fluoridated 
water (Ministry of Health, 2010). Rates of tooth decay among children and adults were 
lower in areas with community water fluoridation than in areas without (Morgaine, 
2015). The 2009 New Zealand Oral Health Survey found inequities in access by region; 
for example, Māori and Pasifika people are more likely to live outside of areas that have 
community water fluoridation (Ministry of Health, 2010). Robson et al. (2011) argued 
that decisions on community water fluoridation are often made by territorial 
authorities “whose decisions do not necessarily prioritise the needs or aspirations of 
Māori communities.” (p. 18) This was apparent in 2013 when the Hamilton City Council, 
under pressure from anti-fluoride activists, stopped adding fluoride to the city’s water 
supply (later re-adding it after a referendum where 66% of Hamilton’s residents voted 
in its favour) (Hamilton City Council, 2013). The Health (Fluoridation of Drinking 
Water) Amendment Bill, proposed in April 2016, would divert this responsibility from 
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local Councils to local DHBs (Ministry of Health, 2019a). At the time of writing, the Bill is 
yet to be passed. 
While community water fluoridation benefits the whole population, the adult oral 
health care system is structured in ways that can inhibit affordability and accessibility. 
As mentioned in Chapter 2, the privatised nature of adult oral health care means that 
dental practices must fully recover costs for rent, materials, equipment, staff, 
administration, overheads and so forth from patient fees and/or dental insurance 
(Morgaine, 2015). As such, in 2012, 49.7% of ARC facility residents and 82.5% of home-
based dependent older people reported paying for dental care out of their own pocket 
(CBG Health Research, 2015). The government does not regulate fee-setting for adult 
dental care, meaning that average prices for dental procedures vary across practices 
and regions (New Zealand Dental Association, 2018). Some dental practices offer 
discounts for dependent older people with a SuperGold Card (a concession card for 
people aged 65+): offering a proportion off the full dental bill, or discounts on specific 
services. Without government regulation, however, these discounts also vary from 
practice to practice (New Zealand Government, n.d.). 
The New Zealand Government does provide a dental subsidy for low-income people, 
which includes dependent older people. Citizens and permanent residents who earn 
under $417.02 to $734.99 per week (depending on relationship and child care status) 
can access a $300 annual dental care grant from Work and Income New Zealand (WINZ) 
(Work and Income New Zealand, 2019c). However, dependent older people may find it 
difficult to access this subsidy, owing to barriers such as travelling to WINZ offices for 
an appointment. Moreover, assistance from WINZ has often proven to be difficult to 
access in general, owing to a combination of bureaucratic obstacles, a culture of 
austerity and intimidation, and beneficiaries’ lack of knowledge about their 
entitlements to assistance (Auckland Action Against Poverty, n.d.). While the subsidy 
covers some basic dental care, dental costs frequently exceed $300. The 2012 NZOPOHS 
found that, on average, ARC facility residents paid $497.90 out-of-pocket for their last 
dental visit, while home-based dependent older people paid an average of $386.20 (CBG 
Health Research, 2015). 
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A small proportion of adults can access public care through hospital dental 
departments. Those with high medical and dental needs, including those with medical 
conditions such as oral cancer, can be referred by their general medical or dental 
practitioner, or other health care providers, to a hospital for dental treatment. Low-
income adults with a Community Services Card (CSC), which confirms low income, may 
also be eligible for emergency hospital dental care (Ministry of Health, 2019b). Without 
publicly-funded care beyond this point, low-income people may tolerate oral pain and 
discomfort over long periods until their health deteriorates enough to qualify for public 
treatment (Smith & Thomson, 2017; Whyman et al., 2014). It is notable that acute 
dental admissions (i.e. unplanned admissions made on the day of visiting the hospital) 
made up over 20% of older people’s hospital admissions for dentistry from 2005-2009 
(Whyman et al., 2014). Much of emergency dental care involves tooth extraction rather 
than restoration, an option that is considered less desirable among the increasing 
numbers of older people who remain dentate (Chia, 2017). 
Hospital-level dental care is not consistently provided around New Zealand (Smith et al., 
2019). The Waitemata, Lakes, Wairarapa and West Coast DHBs do not provide hospital 
dental services at all, while the Tairāwhiti DHB runs the service through community 
oral health providers’ private surgeries. Smith et al. (2019) suggested that variations 
between DHBs’ hospital dental service provision and data collection create nationwide 
inconsistencies in oral health care. As a result, many high needs and vulnerable people 
often miss out on treatment; particularly low-income people, older people, mental 
health patients and ARC facility residents. 
A lack of affordable and accessible dental care outside of hospitals means that 
substantial burdens of care are placed on the hospital dental system. As a result, 
hospital dentists are overworked and waiting lists are long. Moreover, as mentioned in 
Chapter 1, hospitals are largely inappropriate as a first site of dental care for older 
people. However, the New Zealand dental system is not equipped to adequately treat 
dependent older people. Providing oral care for this group is often more complicated 
than for younger, able-bodied people. As people age, they typically contract more 
illnesses and injuries, creating comorbidities that impact their health treatment. For 
example, anaesthetics can have negative effects on older people’s systemic health, 
precluding certain dental operations (Fricker & Lewis, 2009). Treating dependent older 
23 
 
patients therefore often requires a minimum-intervention approach, prioritising the 
maintenance of oral health-related quality of life rather than necessarily seeking to fully 
cure their oral diseases (Walsh, 2017). 
When people become more dependent and struggle to maintain good oral hygiene, 
treatment generally becomes more invasive—and therefore more expensive—than 
lower-level restorative treatments, such as fillings or tooth-cleaning. The complexities 
and cost of this care also influence dentists’ decisions to redirect their dependent older 
patients to hospital-based settings. Research has indicated that undergraduate dental 
training has not sufficiently included geriatric dentistry as part of its programme (Smith 
& Thomson, 2017) and that dental training “is not producing graduates who believe that 
they have an obligation to address the priority oral health concerns of society.” (Chen et 
al., 2016, p. 599) Inadequate training in special care dentistry compounds many oral 
health professionals’ inability or unwillingness to treat dependent older people in their 
practices (Mohammed, 2019). As of 2017, there were only eleven special care dental 
specialists (i.e. dental practitioners who specialise in treating disabled people) 
registered with the Dental Council of New Zealand (DCNZ) and currently practising in 
New Zealand, with very few currently being trained in postgraduate studies (Chia, 
2017). 
Chia (2017) suggested that although more specialist training would be beneficial, 
isolating care for disabled patients as a speciality may be less effective than training and 
funding the whole dental profession to adequately serve disabled patients, including 
older people. However, as mentioned in Chapter 1, many existing dental practices are 
often inaccessible for disabled people; some are located up flights of stairs, lack ramps 
or disabled car parks, or only have dental chairs and equipment for able-bodied people 
(Mohammed, 2019). While upgrading these practices is necessary for equity purposes, 
it is often prohibitively expensive for private dentists. 
Although domiciliary care could potentially lessen some of these problems, most 
dentists do not provide domiciliary care. Portable equipment, dentists’ transport and 
their travel time all raise the cost of treatment, and many dentists do not have the 
required training or experience to provide the service effectively (New Zealand Dental 
Association, 2014). Domiciliary care services for ARC facility residents are only 
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provided by the Canterbury DHB and through the Faculty of Dentistry in Dunedin, 
comprising basic denture services and assessments for hospital-level treatment. Eight 
DHBs use mobile dental vans (Northland, Taranaki, Hawke’s Bay, Whanganui, 
Wairarapa, Nelson Marlborough, Canterbury and Southern), but their use is irregular 
and predominantly to treat children. Most hospital dental personnel, interviewed in a 
report on high needs and vulnerable dental patients, thought that providing both 
domiciliary and mobile care would improve dental access for these patients, including 
dependent older people (Smith et al., 2019). 
In summary, the structure of the New Zealand oral health system appears not to 
support oral health for dependent older people. Cost and funding issues, inadequate 
subsidies, and inconsistent or inadequate public dental care provision all act as barriers 
to dependent older people seeking or receiving oral health care. Dependent older 
people face additional barriers to oral health care when receiving ARC facility care or 
home-based care support. 
3.4  Aged Residential Care in New Zealand 
As of 2017, there were approximately 668 ARC facilities in New Zealand. Just over two 
in five (42%) of these are charitable, religious, or not-for-profit organisations, while 
30% are publicly-run and 28% privately-owned. The majority (65.5%) of these facilities 
include both rest home and hospital-level care (New Zealand Aged Care Association, 
2018a). In 2018, 33,956 older people used ARC facilities, 87.9% of whom lived in the 
facilities (New Zealand Aged Care Association, 2018a). Waiting lists for admittance to 
ARC facilities are long; older people who have been assessed as having high treatment 
needs have to wait four months on average to be admitted (New Zealand Aged Care 
Association, 2018b). Dependency levels of ARC facility residents have been steadily 
increasing since 2015; in 2018, people receiving higher levels of care comprised 54% of 
total residents (New Zealand Aged Care Association, 2018a). 
Since most ARC facilities in New Zealand are not publicly funded or managed, they are 
arguably less accountable for systemic industrial problems than government care 
programmes (Grant Thornton, 2010). Woods et al. (2017a) argued that “an ethic of care 
may not easily occur in a largely deregulated and privatised ARC system, because there 
remains a tendency towards the pursuit of profit-driven self-interest over the 
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maintenance of caring communities” (p. 372). The costs of residency in these facilities 
are often high, although low-income older people who are reliant on government 
superannuation can apply for a government accommodation supplement to help cover 
this cost. Two-thirds (66%) of all people in these facilities receive this supplement, a 
proportion that increases according to their level of dependency (for example, 85% of 
psychogeriatric residents are subsidised) (New Zealand Aged Care Association, 2018a). 
However, after ARC facility fees have been paid for, those who rely solely on the pension 
and this supplement have an average of only $44.53 a week left over for all other living 
costs (Work and Income New Zealand, 2019a). 
This disposable income is expected to include specialist health care not covered by the 
public system. Other than ensuring ARC facility residents can access oral health care 
(for example, by providing transport) ARC facilities do not provide financial support for 
oral health care. The 2012 NZOPOHS found that dependent older adults in ARC are 
almost ten times more likely to cite cost as a barrier to treatment than their less 
dependent counterparts (CBG Health Research, 2015). Overall, almost a fifth (17.3%) of 
ARC facility residents reported foregoing dental treatment owing to the cost (CBG 
Health Research, 2015). 
Dental professionals and researchers emphasise the importance of preventive care for 
dependent older people. Fricker and Lewis (2009) stated that “A simple toothbrush that 
can be bent easily is the most economic and effective tool for improving oral health.” (p. 
8) As part of routine care, ARC facilities should provide residents with basic oral 
hygiene and health care, such as helping them brush their teeth and rinse their mouth 
(Kelsen et al., 2016). However, ARC facilities are often understaffed, meaning that 
overworked carers do not always have the time or energy to do such work (Grant 
Thornton, 2010; Stephenson et al., 2018). Further obstacles include carers’ personal 
dislike of, or concerns about, carrying out oral hygiene care, and older people’s 
fearfulness or lack of cooperation (Miegel & Wachtel, 2009). 
These problems are exacerbated by the minimal oral health care training that ARC 
workers currently receive. Barriers to training include shift rotations, staff turnover and 
unsupportive managers, and insufficient or inconsistently-applied policies on oral 
health care provision (Kelsen et al., 2016; Miegel & Wachtel, 2009). While over 90% of 
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ARC facilities in New Zealand surveyed in 2016 felt that instruction from dental 
professionals would be useful, only 35.9% of them had such policies, with only 15.4% of 
these policies written with input from a dental professional (Kelsen et al., 2016). As a 
result, many ARC workers may not have the knowledge, skill set or even equipment to 
help maintain optimal oral health in their residents (Stephenson et al., 2018). 
This lack of training can impact staff ability and confidence in accurately assessing and 
monitoring residents’ oral health. When entering ARC facilities, residents are assessed 
using the interRAI (International Resident Assessment Instrument) to determine the 
current and potential clinical and care needs of each resident. interRAI comprises some 
oral health questions about the resident’s oral health, their experiences of dry mouth, 
gingival inflammation, mouth pain, damaged teeth, chewing difficulty and use of 
dentures (Krausch‐Hofmann et al., 2015). 
Several researchers have criticised the oral health section of interRAI for its lack of 
comprehensiveness, and the lack of worker training in its application. The assessors are 
recommended to collect the information by interview, observation during meals, and 
examination of the resident’s mouth (Krausch‐Hofmann et al., 2019). However, 
assessing patients who are self‐conscious, uncooperative and/or have low cognitive 
function can be a challenging process. When staff are not made aware of the overall 
importance of oral health, these combined issues raise the risk of assessors not 
collecting adequate oral health data (Krausch‐Hofmann et al., 2019). Health 
professionals have also noted that the interRAI assessment process is too brief and 
impersonal, does not collect informant on residents’ oral hygiene practices or history of 
dental treatment, and overall does not allow for a nuanced picture of residents’ oral 
health (Krausch‐Hofmann et al., 2019). 
Other structural barriers within ARC facilities may prevent good oral health for 
residents. A global systematic review of studies on elder abuse found that around a 
quarter of dependent older people were at risk of abuse (Cooper et al., 2008). Globally, 
older patients within ARC facilities may experience physical abuse, sexual harassment 
or assault, verbal and psychological abuse, stealing money and belongings, and neglect. 
Some abuse involves withholding patients’ food and water, which can impact oral health 
(Lindbloom et al., 2007). 
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Although the majority of elder abuse in New Zealand comes from family members (Kai 
Tiaki Nursing New Zealand, 2017), ARC facilities have a history of resident abuse along 
similar lines. In the past two decades, media reports have highlighted several disturbing 
incidents across ARC facilities nationwide such as one resident having her mouth taped 
shut by staff, another being tied to a bed by her leg, and of several patients dying 
prematurely through neglect of. Alarmingly, a nationwide survey of ARC facilities in 
2015 found that only 14 out of 123 facilities surveyed were found to be fully compliant 
with standards of care under the 2008 Health and Disability Service Standards (Woods 
et al., 2017a). 
The New Zealand Nurses Organisation (NZNO) has suggested that understaffing and 
overwork in ARC facilities likely contribute to neglect, as is the case internationally 
(Woods et al., 2017a). However, Woods et al. (2017a) argued that institutional 
responses to these problems have thus far been ineffective because “an ethical climate 
[in ARC] that is based on an ethic of care is not necessarily well supported or even 
encouraged.” (p. 369) The ARC industry also often discriminates against marginalised 
people, resulting in higher elder abuse rates within ARC for minorities (Office for 
Seniors, 2015). For example, racist attitudes among care workers (and other patients 
within ARC facilities), and ignorance about minority patients’ cultural needs within care, 
can make ARC unsafe for minorities, resulting in unmet health needs (Radermacher et 
al., 2008, 2009). 
Paradoxically, ideal care for dependent older people in ARC facilities may not end up 
eliminating oral disease altogether. The Australian mental health and disability sector 
has developed the ‘dignity of risk’ principle: that disabled or mentally ill people should 
be allowed to take risks as part of retaining autonomy (Woolford et al., 2020). This 
could include the ability to make some decisions on their food consumption, including 
the choice to eat food that will enhance their overall wellbeing, even if it is not always a 
strictly healthy diet choice (Bailey et al., 2017). However, factors such as caution around 
legal obligations of care can discourage ARC facilities from enabling this sort of 
autonomy and quality of life (Ibrahim & Davis, 2013). Moreover, the dignity of risk 
concept distinguishes between risk (where something might cause harm) and hazard 
(where something will cause harm) (Ibrahim & Davis, 2013). In summary, owing to the 
28 
 
issues described in this section, entering ARC facilities increases dependent older 
people’s risk of poor oral health. 
Overall, ARC facilities have several gaps in their services that contribute to residents’ 
poor oral health. However, the majority of ARC facilities have demonstrated an interest 
in increasing their capacity to provide oral health care for residents (Kelsen et al., 
2016). 
3.5  Home-based care in New Zealand 
In 2014, approximately 75,000 New Zealanders aged 65+ received in‐home support 
services from DHBs nationwide, which collectively cost $263 million. This funding 
provided 10.4 million hours of care, which on average gave each dependent older 
person 2.6 hours of in‐home care per week (Controller and Auditor General, 2014). 
Although there are no mandatory standards for these services, home‐based care 
workers are expected to assist people with personal care (help with showering etc), 
provide equipment to help with home safety, do cleaning and other housework, provide 
specialist and therapeutic services such as speech‐language therapy or physiotherapy, 
and provide respite care services (to give unpaid carers a break) (Controller and 
Auditor General, 2014; New Zealand Productivity Commission, 2015). The workforce is 
mostly composed of contractors and has a high turnover rate, owing to problems such 
as inadequate training, worker dissatisfaction with pay and scheduling, and a lack of 
staff support and supervision (New Zealand Productivity Commission, 2015). Elder 
abuse also occurs in home‐based settings in New Zealand, as reported by one in ten 
older people living outside ARC or hospitals (Office for Seniors, 2015). Some of this 
comes from family carers as well as care workers; globally, over a third of family carers 
reported committing significant abuse (Cooper et al., 2008). 
Many older people prefer to remain in their own homes as long as possible, as it can 
provide them with a greater degree of autonomy, security, familiarity, and help them 
maintain their place in their community (Wiles et al., 2012). This is known as ‘ageing in 
place’, and is part of New Zealand health policy (Associate Minister of Health, 2016). 
With more accessible, affordable and thorough preventive health treatment, greater 
numbers of older people may be able to remain in their own homes for longer periods of 
time. This is happening regardless: in 2006/7, 28% of older people aged 85+ lived in 
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ARC facilities, and by 2013/14 this number had decreased to 23% (New Zealand 
Productivity Commission, 2015). In‐home support is cheaper to provide than ARC 
facility care or hospital care, meaning that a greater investment in these services could 
be financially sensible. 
However, older people may also experience social isolation in their own homes, often 
enhanced by their increasing dependency, and may benefit from the community that 
ARC facilities can provide (New Zealand Aged Care Association, 2018b). This social 
isolation extends to practical concerns such as attending dental appointments; while 
ARC facilities pay for their residents’ transport, those living in the community may need 
to rely on family or state‐provided personal care assistance, and pay for the travel 
themselves on top of oral health care costs. Almost a third (32.1%) of home‐based 
dependent older people reported avoiding dental treatment owing to cost, almost twice 
the rate of those living in ARC facilities (CBG Health Research, 2015). 
The literature on home‐based dependent older people and their needs is not very 
extensive. However, the available material demonstrates that home‐based care requires 
improvement to adequately meet dependent older people’s oral health needs, including 
increases in care workforce capacity and training, and the availability of domiciliary 
dental care. 
3.6  Older people’s oral health care policy 
Government policy and data collection on oral health in New Zealand are limited. In 
2006, the fifth Labour‐led Government released the report Good Oral Health for All, For 
Life: The Strategic Vision for Oral Health in New Zealand, which identified older people as 
one of four priority groups for oral health action (along with socio‐economic minorities, 
disabled people, and children and adolescents). It emphasised the need to develop 
policy to align with the heterogeneity of older people’s socio‐economic positions and 
dependency levels (Ministry of Health, 2006). However, the policy did not include 
specific provisions for funding changes or programmes, more often proposing general 
principles such as reducing oral health inequities for Māori and Pasifika people or 
building links with primary care. As of writing, it is unclear which of the policy’s 
strategic goals have been implemented. The subsequent National‐led Government, 
elected in 2008, conducted some important projects such as the New Zealand Oral 
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Health Survey (2010) but did not substantially progress the previous government’s oral 
health strategy or develop its own oral health policy. While the previous Labour‐led 
Government treated oral health as a priority area in health policy, the National‐led 
Government eventually removed the issue from its health targets (Ministry of Health, 
2010). As of writing, the current Labour‐led Government has not formally reinstated 
oral health as a health policy priority. 
Aged care policies and strategic documents are more common than oral health policies, 
but do not substantively address oral health; the Better Later Life strategy (Office for 
Seniors, 2019) does not mention oral health at all. The fifth National‐led Government’s 
Healthy Ageing Strategy, released in 2016, had three action points for older people’s oral 
health. These included developing clinical pathways for oral health care, identifying oral 
health care arrangements for ARC facility residents and home‐based dependent older 
people, and disseminating information and advice on oral health care to older people’s 
families, carers and aged care providers (Associate Minister of Health, 2016). This was a 
positive step forward, as it was the first time that oral health had been acknowledged as 
a health priority for older people. 
So far, the sixth Labour‐led Government, first elected in 2017, has not substantially 
addressed oral health as a policy priority. An unpublished Ministry of Health report in 
2018 promoted a wide range of changes to adult oral health care. Measures that would 
benefit dependent older people included raising the WINZ grant, providing SuperGold 
Card holders with a free annual dental examination, and subsidising treatment for 
Community Service Card holders aged 65+ (Ministry of Health, 2018b). A Newshub 
article claimed that the Ministry of Health suppressed the publication of this report, 
which only reached the media after Newshub requested a copy via the Ombudsman 
(Fleming, 2020). Further to this, the then Minister of Health confirmed in September 
2020 that the Labour‐led government was not intending to publicly fund adult oral 
health care in its next term, owing to funding shortages under Covid‐19 (Satherley, 
2020). The Labour Party subsequently made an election promise to increase the WINZ 
dental grants to $1000 per annum (Moir, 2020), a proposal that is yet to be realised. 
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3.7  International comparisons 
Dependent older people’s oral health care provision and funding systems in four 
countries—Canada, Australia, the United Kingdom and Ireland—are now presented. 
This section of the literature review aimed to learn from the successes and challenges of 
other countries in addressing the oral health care needs of dependent older people. 
These countries were chosen as suitable comparators because of their position in the 
OECD, and their similar cultural, linguistic, parliamentary and taxation systems to New 
Zealand. Their oral health care provision and funding systems for dependent older 
people may thus be similar to those in New Zealand, and therefore may provide 
appropriate guidance for New Zealand oral health policy in future. This information 
aimed to help inform the interview schedule and data collection from key informants, 
and to support recommendations for future policy, practice and research. (It is 
important to note, however, that each country’s socioeconomic situation has changed 
radically since the Covid‐19 pandemic, meaning the capacities of their health care 
systems are much more limited than before.) 
3.7.1  Canada 
The Canadian dental system has 14 subsets: ten provincial systems, three territorial 
systems, and the federal system. Across the country (population 37.6 million) the dental 
system is almost entirely privatised; across all age groups, only 6.3% of dental services 
are publicly funded (Canadian Dental Association, 2017). In 2015, Canada spent 
CA$13.6 billion on oral health; CA$12.7 billion of this was private spending while 
CA$846 million was public. Of this CA$12.7 billion private figure, approximately 60% 
was paid via dental insurance and 40% out‐of‐pocket. Annual dental spending per 
person is estimated at CA$378.60; CA$355 of this as private spending and CA$23.60 as 
public (Canadian Dental Association, 2017). This is a substantial change from the 1980s, 
when 20% of all oral care was publicly funded and many jurisdictions had well‐
organised public infrastructure for dental care provision (Canadian Academy of Health 
Sciences, 2014). 
At the federal level, Canada funds dental care for military personnel and veterans, 
indigenous peoples, federal prisoners, refugees, and the Royal Canadian Mounted Police 
(Canadian Dental Association, 2017). Different provinces publicly fund oral health care 
programmes for different minority populations, but these programmes vary widely 
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across jurisdictions (Canadian Academy of Health Sciences, 2014; Canadian Dental 
Association, 2017). 
As in many other countries, the Canadian dental system falls short on preventive care. 
Despite the existence of public indigenous oral care programmes, funding restrictions 
and a lack of community‐based dental professionals means that preventive services are 
unavailable in many Inuit communities, which are often unable to employ or retain 
dental therapists or hygienists (Inuit Tapiriit Kanatami, 2013). Consequently, many 
Canadians rely on oral health treatment in response to pain or other dental problems 
(Inuit Tapiriit Kanatami, 2013; Thompson et al., 2014). The majority of people who use 
emergency dental care are older people, low‐income people, and beneficiaries 
(Thompson et al., 2014). 
In Canada, income‐related inequities are greater in oral health than in general health. 
Every year, around six million Canadians avoid visiting the dentist owing to cost, 
representing around a sixth of the population (Canadian Academy of Health Sciences, 
2014). The majority of people in Canada pay for their dental costs through dental 
insurance, which is often included as a non‐wage benefit in employment packages 
(Thompson et al., 2014). Tax legislation in Canada reduces the financial burden of 
dental care for people with insurance, meaning that they pay for their care with before‐
tax dollars (Canadian Academy of Health Sciences, 2014). However, as dental care fees 
have risen over the past few years, fewer and fewer employers are inclined to include 
dental insurance under their employment plans (Thompson et al., 2014). 
Some employers also pay for dental insurance for former employees after their 
retirement. However, a study of three Canadian municipal care homes in 2014 found 
that only 28% of the residents currently had dental insurance (Adegbembo et al., 2005). 
Indeed, people aged 70+ have the lowest rates of dental insurance among all age groups 
in the population (Canadian Dental Association, 2017). At a federal level, 53% of older 
people aged 60‐79 have no dental insurance. Similarly, 50% of lower‐income Canadians 
have no dental insurance (Canadian Dental Association, 2017). 
Thompson et al. (2014) suggested that the current political environment in Canada 
would be unfavourable to policies to increase wages or for government intervention to 
decrease out‐of‐pocket dental expenses. This may be partly because federal legislation 
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is compromised by agreements like the North American Free Trade Agreement 
(NAFTA), which would require the government to pay financial penalties to private 
industries to incorporate them into the public sector (Canadian Academy of Health 
Sciences, 2014). Thompson et al. (2014) therefore recommended a policy to make 
dental insurance mandatory within employment packages, lowering the number of 
uninsured people overall and thereby reducing some cost barriers to dental treatment. 
As is the case in other countries, indigenous older people in Canada have poorer oral 
health than their non‐indigenous counterparts. The First Nations Oral Health Survey 
found that 33.4% of First Nations peoples experienced chronic orofacial pain in the 
previous 12 months, over three times the rate for non‐indigenous Canadians (11.1%) 
(The First Nations Information Governance Centre, 2012). Moreover, the entire oldest 
adult Inuit population is affected by coronal caries (Canadian Dental Association, 2017; 
Inuit Tapiriit Kanatami, 2013). Despite how the federal system funds dental care for 
First Nations and Inuit peoples, many indigenous Canadians have trouble accessing 
care; particularly in more rural and remote areas, where few dental care providers are 
willing to work (Canadian Dental Association, 2017; The First Nations Information 
Governance Centre, 2012). Among all age groups of First Nations peoples, older people 
had the lowest rate of visits to a dental professional (The First Nations Information 
Governance Centre, 2012). However, very few indigenous peoples report cost as a 
barrier to care. Improving access is clearly an important issue for further consideration 
(Inuit Tapiriit Kanatami, 2013). 
Some Canadian jurisdictions have calculated costs for targeted programmes for older 
people as a whole. For example, the British Columbia Dental Association (2008) 
estimated that an oral health programme for low‐income older people in British 
Columbia would cost CA$24 million per annum, while increasing this amount to 
CA$26.5 million would extend this coverage to all low‐income residents in long‐term 
ARC facilities. (At the time, the ARC facility population of British Columbia was 28,371.) 
This programme would include basic dental care, denture services, and emergency 
treatment, with an average cost per person of CA$328.66 for basic dental care, 
CA$585.07 for denture services, and CA$311.71 for emergency care. Providing oral care 
to all residents would cost around CA$6 million per annum, based on both cost and 
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uptake rates (around 82% of residents in 13 ARC facilities consented to dental 
treatment in 2007). 
In 2006, the University of British Columbia Geriatric Dentistry Program, the British 
Columbia Dental Association and the Three Links Care Centre developed and 
implemented a dental insurance pilot for people in ARC facilities. This provided 
residents with two oral assessments, two dental hygiene visits, restorations, 
extractions, and chair‐side denture reline. Accounting for the higher costs of providing 
care in ARC facilities, this programme cost CA$566.63 per resident. Programme uptake 
was lower than the organisers expected, owing in part to language barriers, inadequate 
on‐site treatment facilities, and the need for family consent (British Columbia Dental 
Association, 2008). 
To summarise, Canadian oral care for dependent older people is largely funded through 
out‐of‐pocket payments and dental insurance. Public care provision varies widely by 
region, and income inequities in oral health are greater than in general health. Some 
useful interventions have been conducted or are proposed that show the potential for 
positive health gains through public funding models. Funding for indigenous peoples at 
the federal level is beneficial in reducing cost barriers to care, although access is still a 
barrier for people living in remote areas. Greater homogeneity and regulation of dental 
services could help remove further barriers to care. 
3.7.2  Australia 
Australia (population 25.2 million) has six states and two mainland territories; its 
dental care system operates at both federal (Commonwealth) and state levels. As a 
whole, the Australian dental care system is largely privately‐funded. From 2017‐18, 
A$10.5 billion was spent on dental care in Australia. Public funding totalled A$2.4 
billion, or 23.2% of total expenditure, while private spending from individuals and 
dental insurance amounted to approximately A$8 billion (Australian Institute of Health 
and Welfare, 2020). 
Publicly‐subsidised dental services are available for low‐income adults with a 
Centrelink Health Care Card (HCC) or a Centrelink Pensioner Concession Card (PCC). 
However, many low‐income people do not have or are not eligible for either of these 
cards. Moreover, eligibility for dental care varies across different states and territories; 
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New South Wales, Queensland and Northern Territory provide free care for PCC 
holders, while all other states only partially subsidise care (Duckett et al., 2019). Stigma 
around the use of concession cards also limits their potential to help individuals save on 
health care costs (Baker, 2011). 
In practice, only 23% of the adult population is eligible for public care. While almost a 
fifth of dental expenditure came from private insurance, this typically only covers 
around 54% of people’s dental fees, meaning that even people with insurance still face 
substantial dental costs on top of their insurance premiums. The majority (58%) of 
dental care expenditure in 2016‐17 was paid for out‐of‐pocket by individuals (Duckett 
et al., 2019). 
An Australian study on the effects of socio‐economic status on oral health showed that 
cost of and access to dental care are more significant determinants of dental health than 
personal oral health‐related behaviours (Sanders et al., 2006). From 2016‐17, around 
2.05 million Australians avoided oral health treatment owing to the cost (comprising 
18.4% of Australians who needed dental care at least once during that time). The 
majority of these people (1.26 million) did not seek dental treatment at all that year as a 
result. Around 27.9% of low‐income adults avoided dental care at least once due to cost, 
compared to 8.5% of their wealthier counterparts. Income disparities affect edentulism 
rates far more in older people than younger people; among people aged 65+, the lowest 
income group had almost twice the number of missing teeth than the highest income 
group (Duckett et al., 2019). 
Because of the cost of dental care, many people instead go to their General Medical 
Practitioners (GPs) with dental problems, usually receiving pain medication and 
antibiotics as treatment. The National Advisory Council on Dental Health (2012) 
estimated that around 750,000 GP visits each year fall into this category. Duckett et al. 
(2019) suggested that these visits cost the taxpayer around A$30 million per annum, 
plus the cost of subsidising any medications. Moreover, dental conditions are the second 
highest cause of acute hospital admissions for potentially preventable diseases, at 
21.5% of all such admissions (Duckett et al., 2019). 
Social inequities in access to oral care persist in Australia, as in other countries. For 
example, Aboriginal and Torres Strait people are more likely to have untreated oral 
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diseases and less likely to have access to preventive care. Many factors influence a lack 
of service uptake among Australian indigenous peoples, including cost, lack of cultural 
understanding from providers, and inaccessibility (Australian Institute of Health and 
Welfare, 2020). These problems are exacerbated by the fact that many indigenous 
peoples in Australia live in remote areas, where oral health care is difficult to access and 
where consumption of tobacco and alcohol is generally higher (Australian Institute of 
Health and Welfare, 2020; Roberts‐Thomson et al., 2008). 
Various health interventions and cost analyses have suggested the need for permanent 
professional oral care in Australian ARC facilities (Chalmers et al., 2009; Chu et al., 2019; 
Fricker & Lewis, 2009; Münzenmayer et al., 2018). Most interventions promote some 
form of interdisciplinary work between care staff, dentists and general practitioners. 
These include training nurses and ARC facility staff to conduct basic oral health 
assessments and screenings, and to make referrals for professional treatment. Fricker & 
Lewis (2009) described an intervention along these lines to develop a Better Oral 
Health in Residential Care Model, reporting that only 17% of residents required 
professional dental treatment after the intervention, compared to 47% before it. 
Residents’ average cost of treatment in this intervention was A$386 per annum. These 
interventions have helped improve both residents’ oral health and staff’s confidence in 
helping with residents’ daily oral health care (Chalmers et al., 2009; Chu et al., 2019; 
Fricker & Lewis, 2009). To address the cost barrier of care, Foltyn (2019) recommended 
the ‘$1 per day’ model used in Montefiore Home, Sydney, where residents paid $1 per 
day into a fund which they could later use to pay for unlimited oral health therapist 
treatments and two consultations with dentists per annum (both services provided on 
site). 
Münzenmayer et al. (2018) conducted a cost‐effectiveness analysis of four possible oral 
health care interventions within ARC facilities, including mixed models of professional 
oral care and daily mouth care by trained nurses and care workers, with the number of 
aspiration pneumonia cases averted as the cost‐effectiveness outcome. Scenarios cost 
from A$151 million to A$172 million to deliver, or A$3176 to A$3611 per patient, as 
opposed to the current practice cost of A$145 million total i.e. A$3061 per patient. All 
scenarios were highly cost‐effective compared to current practice (which involves daily 
brushing of teeth and cleaning the tongue, palate, gums and oral mucosa), and helped 
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lower rates of aspiration pneumonia. The scenarios had a range of cost savings from 
A$752 to A$896 per patient (largely from avoided hospitalisations), with 5858 to 6779 
averted cases of aspiration pneumonia, alongside other health benefits not measured by 
the study. 
The award‐winning Reach‐OHT (oral health therapist) programme has been providing 
domiciliary oral health care services in ARC facilities since 2014 (Chu et al., 2019). The 
programme has involved training ARC workers and nurses in daily oral health care and 
assessments, creating individualised oral health and oral hygiene management plans for 
residents, and improving access to oral health care through site visits by dental 
professionals. The programme also provides facilities with equipment for preventive 
care, such as special toothbrushes, oral swabs, and educational resources on dental care, 
oral hygiene and diet. The standardised processes for ARC professionals, clear 
communication to residents and families, development of clinical pathways for patients, 
and emphasis on patient consent have resulted in high acceptance and uptake of care 
among residents. For example, the rates of oral health assessment completions by 
residents rose from 48.2% in 2014 to 88.1% in 2018. 
The total cost of providing the Reach‐OHT programme across 17 ARC facilities in 2018 
was A$233,122, around A$13,713/facility, on average. This included diagnostic, 
preventive, periodontic, endodontic, restorative, prosthetic and surgical dental services, 
along with associated costs such as transport, post‐operative care and palliative 
emergency care. The majority of services (70.7%) provided under this model were 
diagnostic or preventive, costing A$57,539 and A$49,729 respectively. Evaluators 
report that while the programme has been fairly successful, some operational barriers 
around availability, ARC facility staffing levels, and public dental practitioner 
involvement must be addressed to create optimal results (Chu et al., 2019). 
The scope for the dental care and aged care sectors to provide these services is limited 
by structural issues within both sectors. The Royal Commission into Aged Care Quality 
and Safety (2019) produced a sobering report on neglect and abuse of residents in 
Australian ARC facilities. Among many other problems, it found that ARC facilities often 
had poor food quality, nutrition, hydration, and inadequate oral health treatment. From 
2018‐19, 190 formal complaints were made to the Aged Care Quality and Safety 
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Commission about inadequate assistance with personal and oral hygiene within ARC. 
However, residents and their families were often reluctant to complain for fear of being 
treated as ‘difficult’ by the facility (Royal Commission into Aged Care Quality and Safety, 
2019). 
Although ARC staff want to learn how to provide oral care (Chalmers et al., 2009), 
understaffing and long hours make it difficult to find time to look after residents 
adequately. (Staff absenteeism has increased during the Covid‐19 outbreak in Australia, 
which has hit ARC facilities particularly hard (Crotty et al., 2020). There are similar 
workforce shortages of dental professionals and oral hygiene aides who specialise in 
geriatrics. Dentists are put off working in ARC facilities by the difficult working 
conditions and the need to provide services across several facilities, meaning that their 
work environment is often stressful and isolated (Hearn & Slack‐Smith, 2015). Funding 
for support with workplace conditions, educational programmes and workforce 
training are key to implementing effective public dental health programmes for 
dependent older people. 
Duckett et al. (2019) argued for a universal dental care scheme in Australia, as means‐
tested schemes often still exclude some low‐income people; many people above a 
certain income threshold will still experience financial barriers to dental care and 
therefore avoid treatment. The authors suggested that a universal care programme be 
operated at the Commonwealth level, as this enables tighter regulation, greater access 
to funding, and ensures that people can access care no matter where they live. The 
Commonwealth could operate dental funding in the same way as Medicare; by setting a 
fee schedule and paying rebates against it. 
Duckett et al.’s (2019) proposal involved an initial fee‐for‐service funding model that 
would eventually be replaced by caps based on the patient’s risk of oral disease. Later 
on, this would evolve into a ‘blended payment’ system wherein dental practices are 
remunerated both for the cost of procedures and for the oral health outcomes of their 
patients. This, they argued, would need regulation to ensure that practices did not 
‘game’ the system by only treating low‐risk patients, or over‐treat their patients. 
Despite the drawbacks of a means‐tested scheme, Duckett et al. (2019) proposed that 
the universal scheme be phased in by first offering services to disadvantaged groups 
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such as low‐income people and those covered under existing public care schemes. They 
estimated that care for HCC/PCC holders and Child Dental Benefits Schedule‐eligible 
children would have a net cost of A$1.1 billion per year; more or less doubling the 
public funds currently available for these programmes. Extending this to more low‐
income people (families of HCC/PCC holders, and those covered by certain benefits) 
would have a net cost of A$1.5 billion per year. They estimated the cost of providing for 
people with PCCs at A$1276.22 million per year (in 2017‐18 terms). 
Overall, Duckett et al. (2019) estimated that a universal dental care scheme would cost 
the Commonwealth A$6.5 billion per annum; an extra A$5.6 billion in light of current 
spending. They suggested that some funding could come from a tax on sugar‐sweetened 
beverages, which would bring in around A$500 million per annum while helping reduce 
oral health problems. 
3.7.3  United Kingdom 
The United Kingdom (population 67.5 million) comprises four countries: England, 
Wales, Scotland and Northern Ireland. Each country has slightly different dental care 
systems owing to their different governance systems, but broadly come under the 
National Health Service (NHS) framework (Scottish Government, 2018). When the NHS 
was first introduced in 1948, it provided fully‐funded dental care, but within three years 
changed to a mixed model of government funding and individual payments. Public 
funding has reduced in the last 15 years; the NHS spends around £2.1 billion per year on 
dental care, which when adjusted for inflation is around 15% less than spending in 
2010/11 (QualityWatch, 2017). Until the 1990s, dentists contracted by the NHS were 
reimbursed via a fee‐for‐service model, which was changed owing to concerns about 
potential overtreatment. In current times, dentists are paid an annual sum for delivering 
a certain number of treatments, with payment varying according to their complexity 
(QualityWatch, 2017). 
NHS dental care is distributed unevenly throughout the United Kingdom. Some areas 
have significantly higher numbers of dentists per capita than others, and thus some 
waiting lists are much longer than others (Donaldson, 2014; QualityWatch, 2017). 
Around 400,000 people a year see their GP for help with dental problems, suggesting 
that they find it difficult to access a dentist (QualityWatch, 2017). In 2009, around 25% 
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of adults reported having avoided treatment in the past two years because of being 
unable to find an NHS dentist in their region (The Health and Social Care Information 
Centre, 2011). 
NHS subsidies for dental treatment are a significant factor in adult dental care 
attendance overall. In 2009, 37% of the adult population cited the ability to visit an NHS 
dentist as a factor in encouraging them to seek dental treatment, with affordability 
being the main reason for using NHS care (reported by over 60% of those surveyed) 
(QualityWatch, 2017). Despite these subsidies, however, cost barriers to dental care in 
the UK are similar to those in other countries. Only 25% of the adult population receives 
free NHS dental care; although high in comparison to New Zealand, this still leaves 
many people without coverage (The Health and Social Care Information Centre, 2011). 
Moreover, in 2009, 20% of people were unable to pay NHS dental fees; among people 
with very poor dental health this figure rose to 50%. Dental fees also increased in real 
terms by around 6% from 2015 to 2017, suggesting wider issues in funding. In 
2015/16, individuals spent a total of £744 million on dental care, which accounted for 
27% of the total funds spent on dental care (up from 19% in 2005/6) (QualityWatch, 
2017). 
As in other countries, certain minorities have poorer oral health than others. People of 
colour, migrants, and people from former or current English colonies experience worse 
oral health than white English people, even after adjusting for socio‐economic status 
(Donaldson, 2014; Race Equality Foundation, 2013). Barriers to access include language 
and literacy barriers; differing cultural and religious needs around dental care; and 
discriminatory treatment from dental professionals, including not listening to the 
patient, defaulting to extracting teeth rather than considering other treatment, and a 
general lack of respect or attention to patients’ needs (Race Equality Foundation, 2013). 
Cost becomes a higher barrier when language and literacy difficulties prohibit some 
people from accessing NHS subsidies, as applying for them involves filling out long and 
complex forms (Race Equality Foundation, 2013). 
These sorts of issues inhibit access to care both for people from ethnic minorities and 
for older people. The Royal College of Surgeons (2017) estimated that at least 1.8 
million people aged 65 and over in the UK (17% of this population) had an urgent 
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dental problem such as dental pain, oral sepsis or advanced dental decay. This number 
was expected to rise by 50% in 2040 due to population growth (Royal College of 
Surgeons, 2017). In 2014/15, the NHS spent an estimated £27 to £57 million on care for 
older people who were to have extractions in hospital (Public Health England, 2018). 
From 2018‐19, the Care Quality Commission (2019) carried out a review to assess the 
state of dependent older people’s oral health within ARC facilities, whereby both dental 
and social care inspectors assessed 100 ARC facilities across England. ARC facilities 
were assessed according to their compliance with the National Institute for Health and 
Care Excellence (NICE) guidelines for maintaining good oral health for older people in 
ARC facilities (NG48). The recommendations involve supporting older people to access 
the dental services available to them, educating staff on older people’s oral health needs, 
and training staff to assist older people with their daily oral care. However, these 
guidelines are not part of a binding regulatory framework within the ARC sector (Care 
Quality Commission, 2019; National Institute for Health and Care Excellence, 2016). 
Awareness of them was consequently low; only 28% of ARC facility managers had heard 
of and read the guidelines, and of those, only 39% felt they had fully implemented them 
(just under 11% of all managers) (Care Quality Commission, 2019). 
Meanwhile, 52% of ARC facilities surveyed did not have any policy on oral health and 
health care provision. Even in ARC facilities that did have policies, staff were not always 
aware of them, and consequently did not always have daily oral care work embedded 
into their daily routines of care. Since there are no regulatory frameworks to mandate 
oral health policy in ARC facilities, it is often given low priority. While 73% of ARC 
facilities conducted an oral assessment of residents upon entrance, only 44% of all ARC 
facilities used a recognised assessment tool to do this, and 17% conducted no 
assessment at all. Many assessments are limited to checking prior to admission whether 
the resident is dentate or has dentures. Nearly half (47%) of the ARC facilities lacked 
any staff training on oral health care (Care Quality Commission, 2019). 
Similarly, only 17% of ARC facilities reported recording information on residents’ 
eligibility for free NHS care, meaning that residents and their families were often 
unaware of what treatment they could or could not access. The Care Quality 
Commission (2019) recommended tighter adherence to NICE guideline NG48; better 
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communication among ARC facility staff, oral health professionals, and patients and 
their families; and better training for both ARC facility staff and oral health 
professionals (Care Quality Commission, 2019). As in other countries, finding dentists 
who will provide domiciliary care is difficult in the UK, with concerns including lack of 
equipment and a hygienic environment, and the greater financial costs of domiciliary 
care provision (Care Quality Commission, 2019). 
Several different health and governmental bodies are responsible for different types of 
care provision that affect older people’s oral health. Local authorities are responsible 
for commissioning surveys on oral health, oral health promotion programmes, and 
water fluoridation schemes. They also have responsibility for ARC facilities, housing, 
community day services and home‐based care services for dependent older people. To 
provide oral health care, local authorities work in conjunction with the NHS and Clinical 
Commissioning Groups (CCGs), NHS bodies which organise and commission health care 
programmes in their local area (Public Health England, 2018). To improve oral health 
care for dependent older people, local authorities can commission oral health training 
for care staff, while the NHS and CCGs take responsibility for older people’s oral health 
assessments upon entering care and implementing oral health programmes in care 
settings (Public Health England, 2018). 
Both types of organisations require extra funding to better support each other’s work 
on oral health. Section 75 of the NHS Act 2006 allows for the NHS and local authorities 
to pool their budgets. Along with collaborative commissioning, this helps organisations 
avoid duplication and enables better cross‐sectoral communication, integration and 
programme development (Public Health England, 2018). 
Various interventions for improved oral health for older people have been trialled in the 
UK. A randomised controlled trial of denture provision in domiciliary oral health care 
found this improved home‐based dependent older people’s oral health (Pearson et al., 
2007). The Mouth Care Matters programme was developed within English hospitals to 
help health care professionals learn how to treat their patients’ oral health. A cost‐
benefit analysis argued that every £1 spent on the programme would save £20 as oral 
health problems reduced, through reducing prescription costs, days spent in hospital, 
and pressure on GPs (Royal College of Surgeons, 2017). Public Health England (2018) 
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reviewed a number of health interventions for dependent older people, and 
recommended water fluoridation, oral health regimes for older people aided by care 
workers, oral health training programmes for ARC facility staff, protocols for oral health 
care in care settings, and the use of high‐fluoride toothpaste and varnishes. In 2018, the 
Scottish Government proposed to introduce programmes for general dental 
practitioners to do preventive care for ARC facility residents, and for accredited general 
dental practitioners and public dental service professionals to offer domiciliary care to 
home‐based dependent older people (Scottish Government, 2018). 
It is important to note that the political situation in the UK has changed substantially 
following Brexit. Whatever the future effects of Brexit, it is unlikely that publicly‐funded 
dental care will improve. 
3.7.4  Ireland 
The Republic of Ireland (hereafter referred to as Ireland) declared independence from 
Britain in 1949. The country (population 4.9 million) is divided into four provinces, each 
containing a number of the 32 counties. The public dental system operates through 
these counties, run by the Health Services Executive (HSE) through 32 Local Health 
Offices in four regions (Dublin Mid‐Leinster, Dublin North‐East, West, and South) and 
each managed by a Principal Dental Surgeon (Whelton et al., 2009). However, a report 
from 2010 suggested that the Irish public dental system “is essentially 32 local dental 
services with significant variations in priorities and service interventions,” meaning that 
“that the service does not add up to a coherent national model of public service.” (Irish 
Dental Association, 2016, p. 15) 
The HSE dental system publicly funds care for children up to age 16, children and adults 
with special needs, and adults with medical cards. Around 1.7 million adults are entitled 
to medical cards, with one‐third of all adults in Ireland holding them, but only one third 
of card holders access the Dental Treatment Services Scheme (DTSS) per year (An Roinn 
Sláinte, 2019; Irish Dental Association, 2016). The remaining adult population can 
access dental examinations, scaling and polishing, and some periodontal work under the 
Dental Treatment Benefit Scheme (DTBS), wherein private dentists contract to the 
government (An Roinn Sláinte, 2019). The total expenditure on oral health in 2014 was 
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€605 million, comprising €500 million in out‐of‐pocket payments by patients and €105 
million in government funding (Woods et al., 2017b). 
However, this is a reduction from the public treatment available prior to economic 
reforms in the late 2000s. In 2008, the Irish government made cuts to the DTBS and 
introduced a cap on expenditure through the DTSS, along with cuts to public dental staff 
(Irish Dental Association, 2018). From 1994 to 2010, the medical card scheme covered 
virtually all dental treatment—fillings, extractions, root canal treatments, dentures, and 
other items. After the 2010 economic crash, the government restricted these treatments 
to ‘emergency circumstances’ (except for extractions, which are unlimited in supply). 
Consequently, the numbers of preventive or restorative dental treatments have fallen 
significantly while extractions have risen (Irish Dental Association, 2016). 
The Irish Dental Association estimated that public spending on dental care fell by €400 
million from the late 2000s to early 2010s (Steele & Hackett, 2013). The government 
has made significant cuts to both the DTBS and the DTSS; 312,659 people of all ages 
used the scheme in 2015 at the cost of €10.3 million, a significant reduction from 2009 
when the scheme cost €62.3 million (Irish Dental Association, 2016). Cuts to the DTSS 
have resulted in greater professional challenges for dental health workers, with 80% of 
dentists surveyed citing difficulties in being paid for dental treatment, long waiting lists 
for patients, and subsequent under‐treatment of patients. Moreover, unlike doctors, 
dentists do not receive any state support via grants or pensions to assist in developing 
and running their practices (Irish Dental Association, 2016). 
Ireland’s austerity policies after the economic crash also compromised medical card 
ownership for older people. While the year 2001 saw medical card ownership extended 
to all adults over 70 regardless of income, this was reduced to a means‐tested system in 
2009 and the income threshold lowered in subsequent budgets (Turner et al., 2018; 
Whelton et al., 2009). Medical card ownership among people over 70, and thus access to 
public dental care, dropped from 90% to 74% of the older population. Dental care usage 
reduced from 11% to 9% of the older population; for frail older people, this reduced 
from 17% to 11% (Turner et al., 2018). A report on the oral health of adults aged 54+ in 
Ireland found that around 19% of dentate older adults and 23% of edentulous older 
adults avoided state‐funded dental treatment owing to the cost (Sheehan et al., 2017). 
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Meanwhile, older people’s use of community care services, such as community nursing 
and day centres, sits at ≤6% of the older population, while home help provision is only 
used by 4% of older people. Since the austerity policies were implemented, informal 
care by family or friends has risen from 5% to 9% of the older population, indicating 
that the state has further shifted the burden of care to private households. Use of home 
help services declined over this period, although the number of older people in Ireland 
increased (Turner et al., 2018). Domiciliary dental care for home‐based dependent older 
people is largely limited to emergency care; in 2008, 94% of HSE dentists provided 
home‐based emergency care, but only 16% provided restorative care (Whelton et al., 
2009). 
In Ireland, around 23,000 people of all ages live in ARC facilities (An Roinn Sláinte, 
2019). Oral health for disabled older people in ARC facilities is poorer than for those 
who live at home or independently (and are consequently able to access mainstream 
oral health care services). The Intellectual Disability Supplement to The Irish 
Longitudinal Study on Ageing in 2017 found that a third of ARC facility residents were 
edentulous compared to less than a fifth of home‐based dependent older people, who 
have similar oral health to their non‐disabled counterparts (An Roinn Sláinte, 2019). As 
is the case in other countries, this results partly from a lack of oral health training and 
support for ARC facility staff, and time pressures caused by understaffing (Whelton et 
al., 2009). 
In 2018, the Irish Dental Association suggested several dental funding options for the 
whole population that included public funding, capitation, fee‐for‐service, blended 
model and service‐level agreements (with a caveat that the latter needs regulation to 
prevent cost‐cutting exercises) (Irish Dental Association, 2018). An Roinn Sláinte (the 
Department of Health) announced in 2019 that public primary oral health care services 
would be funded through a mixed model of dental packages, fee‐for‐service and service 
level agreements. Adult medical card holders over 70 will receive an annual preventive 
and basic primary oral health care package, with further care available for dependent 
older adults and those with more complex oral health needs (such as dentures). Extra 
support and treatment will be available in areas without community water fluoridation 
and areas with greater poverty (An Roinn Sláinte, 2019). 
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However, holding a medical card does not guarantee older people’s greater use of dental 
treatment services, which remains low despite high dental illness rates, suggesting 
other problems of access. In a survey in 2005, only 39% of Principal Dental Surgeons in 
Ireland included treatment for older people in their annual service plan; this comprised 
visits to ARC facilities, mobile dental vans, and clinic‐based after‐hours sessions 
(Whelton et al., 2009). Moreover, some older people are reluctant or unable to use 
public dental services, owing to concerns about quality of care, clear and respectful 
communication with the dentist, the inaccessibility of dental offices for physically 
disabled people, and issues around transport and timely appointments (Kennedy, 2014; 
Whelton et al., 2009). 
Overall, the Irish public dental health system still requires substantial development to 
adequately treat the dependent older population. Even before cuts to the DTSS in 2010, 
older people had very low rates of utilising the scheme; partly because of lack of 
awareness of their entitlements to treatment, and in some cases because they required 
complicated treatments that the scheme did not fund (Whelton et al., 2009). The Irish 
Dental Association argued that the DTSS and the use of medical cards was an inferior 
funding model to the DTBS, which should be developed further (Irish Dental 
Association, 2016). HSE dentists cited the need for more personnel, higher DTSS fees, 
and raising older people’s awareness of their oral health treatment entitlements. 
Treatment options suggested by older people themselves included mobile dental vans, 
domiciliary visits to day centres, and public assistance with transport to and from 
appointments (Whelton et al., 2009). 
3.8 Summary of oral health funding systems 
Table 1 below summarises the provision and funding systems for oral health care in 
New Zealand, Canada, Australia, the United Kingdom and Ireland. As data on dependent 
older people as a specific group was not always available, data on older adults or all 
adults was used as a category for comparison between countries. 
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Public dental provision for 
older adults 
Money spent on 
dental treatment per 
annum 
State funding model Percentage of adult 
population that 
avoids oral care 
due to cost* 
New 
Zealand 




• Emergency hospital 
treatment for people with 
a Community Services 
Card 
• Annual $300 dental grant 
for those under income 
threshold 
NZ$1.1 billion private 
NZ$100 million public 
Emergency care fully‐
funded for low‐income 
people, but all other care 
fully privatised 
44.1% 
For older adults: 
‐‐17.3% in ARC 
facilities 
‐‐32.1% in own 
home 




• Public funding for 
indigenous peoples and 
refugees 
• Subsidised care for other 
peoples in some 
provinces 
• Dental insurance 
programmes 
CA$12.7 billion private 
CA$846 million public 
Varies between 
provinces and territories; 










• Free or subsidised 
treatment for low‐income 
people with Health Care 
Card or Pensioner 
Concession Card 
• Dental insurance 
programmes 
A$8 billion private 
A$2.4 billion public 
Varies between states; 







67.5 Four states 
 
Local councils 
• Subsidised treatment for 
low‐income people 
£744 million private 
£2.1 billion public 
Subsidised 20% of NHS‐eligible 
patients unable to 
afford fees 
‐‐50% of people with 
very low incomes 




• Emergency treatment 
• Funded minimal 
treatment for low‐income 
older people aged 70+ 
with Medical Card; all 
other care privatised 
€500 million private 
€105 million public 
Fully‐funded emergency 
care for low‐income 
people; otherwise fully 
privatised 
19% of dentate 
adults aged 54+ 
23% of edentulous 
adults aged 54+ 




3.9  Comparison of oral health funding models 
The five systems examined in this chapter show that governmental support for 
dependent older people’s oral health care provision in each country is low. Across 
the countries, the bulk of dental expenditure came from out‐of‐pocket payments by 
individuals, along with dental insurance plans in Australia and Canada (An Roinn 
Sláinte, 2019; Canadian Academy of Health Sciences, 2014; CBG Health Research, 
2015; Duckett et al., 2019; The Health and Social Care Information Centre, 2011). 
In the five countries, state funding for oral care is provided through a targeted 
model, where services are directed towards specific minority groups and/or low‐
income people. For example, Australia and Ireland both subsidise limited oral 
health treatment for low‐income older people with a concession card (Duckett et 
al., 2019; Irish Dental Association, 2016). 
All countries examined in this chapter have substantial regional variations in 
adults’ oral health treatment funding and availability. In New Zealand, where adult 
dentistry is largely privatised, a lack of regulation on fee‐setting means that 
dentists charge different rates for procedures around the country (New Zealand 
Dental Association, 2018). In Canada and Australia, both having federal systems, 
public health programmes vary widely according to province, state or territory, 
where each state government provides oral health care for different groups based 
on its perception of need (Canadian Academy of Health Sciences, 2014; Duckett et 
al., 2019). The Irish public dental system varies across 32 different Local Health 
Offices; for example, only 39% of Public Dental Services included older people in 
their annual service plan in 2005 (Whelton et al., 2009). While the NHS dental 
system’s care provision requirements are relatively homogeneous across the 
United Kingdom, many people remain unable to access NHS care, owing to an 
uneven geographical distribution of NHS dentists, with consequently long waiting 
lists, or people being unable to afford even subsidised costs of treatment (The 
Health and Social Care Information Centre, 2011). 
For all the differences in oral health systems across countries, dependent older 
people in each country experience similar barriers to oral health care. Despite 
variations in funding models, cost remains a barrier to oral care access in all five 
countries. The uneven geographical provision in privatised systems forms another 
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barrier to patients accessing local services, a problem exacerbated for dependent 
older people with decreased mobility. Each country has persistent disparities in 
oral health between ethnic minorities and dominant groups, even in Canada where 
care for indigenous peoples is fully subsidised (Inuit Tapiriit Kanatami, 2013). 
People who live in remote areas of each country are also more likely to have 
difficulties accessing dental care. 
Oral health care provision in aged care is often inadequate, owing to similar 
institutional problems in all five countries. Aged care workforces across these 
countries are understaffed and care workers overworked, while being under‐
trained in oral health care and oral hygiene provision (British Columbia Dental 
Association, 2008; Chalmers et al., 2009; Stephenson et al., 2018; Whelton et al., 
2009). Aged care sectors often lack adequate regulation on oral health provision, 
meaning that ARC facilities do not always conduct comprehensive oral health 
assessments for people entering care, and that workers are often unaware of oral 
health policies in their workplace (New Zealand Productivity Commission, 2015; 
Public Health England, 2018; Stephenson et al., 2018). 
Broader problems within aged care include neglect and abuse of patients, 
particularly in ARC facilities. These problems exist to varying degrees across 
countries and jurisdictions, but all share commonalities; understaffing of facilities, 
poor training and institutional standards of care, and poor attitudes to and 
treatment of dependent older people. De Bellis’ (2006) thesis on nursing practice 
in Australian ARC facilities used Foucauldian theory to argue that ARC facilities are 
disciplinary institutions designed to control and monitor the dependent older 
population. Although addressing the structural problems of aged care is beyond 
the scope of this thesis, these findings have implications for how well oral health 
care can potentially be provided for dependent older people. 
Key problems identified in oral health care service provision therefore include 
inadequate state funding and a lack of effective and centralised regulation. Beyond 
public funding to spend on patients’ care, dentists in New Zealand and Ireland 
receive no support from the state, and rely on their own funds to set up and 
maintain practices (Irish Dental Association, 2016; Morgaine, 2015). In Ireland, 
fluctuations in government subsidies have affected oral health service utilisation, 
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and consequently oral health in the population; two‐thirds of dentists reported 
having changed the dentistry they do because of funding cuts, shifting largely 
towards extractions (Irish Dental Association, 2016). People’s oral health clearly 
benefits from affordable and accessible preventive and restorative care, as its 
absence results in patients having extractions and other health issues that 
potentially could have been avoided (Irish Dental Association, 2016). While 
publicly‐funded oral care does not completely eliminate oral health outcome 
disparities, the literature demonstrates that it reduces avoidance of care owing to 
cost, a significant barrier to care access (Inuit Tapiriit Kanatami, 2013). 
Countries such as Canada and Australia use dental insurance as a method for 
funding oral care (Canadian Academy of Health Sciences, 2014; Duckett et al., 
2019). However, in Canada, a substantial proportion of this insurance is paid for by 
employers, which is not a common practice in the New Zealand setting. Targeted 
oral health care funding is available for low‐income people in Australia, the United 
Kingdom, and Ireland, with some benefits for low‐income people’s ability to access 
care (Duckett et al., 2019; Irish Dental Association, 2016; Public Health England, 
2018). Interventions in Canada, Australia and the United Kingdom have resulted in 
improved oral health for dependent older people, along with greater ARC staff 
knowledge and confidence in preventive oral health care provision (British 
Columbia Dental Association, 2008; Chu et al., 2019; Münzenmayer et al., 2018; 
Royal College of Surgeons, 2017). 
Overall, the literature paints a fairly bleak picture of dependent older people’s oral 
health care as it currently stands. However, it also clearly identifies potential 
solutions to challenges such as the cost of care both to patients and providers, 
treatment accessibility, and workforce training. It shows that many oral health and 
aged care workers have substantial interest in and willingness to provide this care, 
despite sometimes lacking the requisite knowledge or workforce capacity. 
Interventions in aged care have provided some models to help change the 
structure of oral health care provision and funding, along with cost estimates. 
Targeted governmental funding, in the form of subsidies and/or full coverage for 
specific socio‐economic minorities, has demonstrably improved oral health 
accessibility and outcomes for people from these groups. 
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To further understand—and progress—the issues on oral health care provision 
and funding in New Zealand, it is necessary to explore the views of advisors in 
health policy, workers in the oral health and aged care sectors, and people 
advocating for change. The following chapter details the methods used to obtain 




Chapter 4: Methodology 
4.1  Introduction 
This chapter discusses the methodological approach for this thesis. First, outlines 
the theoretical framework used to guide the research. It then details the methods 
used to collect and analyse the data, including the justification for the chosen 
methods. The sampling strategy, and data collection and analysis processes are 
described, followed by a description of the sample. 
4.2  Methodological framework 
The theoretical frameworks used to underpin the research focus were described in 
Chapter 2: Dahlgren and Whitehead’s rainbow model of health, disability rights 
theory, and intersectionality theory (Dahlgren & Whitehead, 2006; Hankivsky & 
Jordan‐Zachery, 2019; Morris, 1991; Taylor, 2004). A further framework—Guay’s 
(2005) framework of oral health care access for older people—was used to inform 
the development of the data collection instrument and analysis, and the 
presentation of the results and discussion. 
According to Guay, an effective oral health care system involves three main areas, 
making up his conceptual framework of the Access Triangle (Figure 3): dental 
patients themselves, the care workforce, and the economic environment. Dental 
patients need to effectively demand accessible and affordable oral health care; the 
dental and aged care workforces need to demand adequate support and resources 
to provide this care; and the economic environment needs to meet those demands 




Figure 3: The Access Triangle. Sourced from Guay (2005) 
Guay’s model implies that through effective demands from older people, a willing 
and capable workforce at full capacity, and an equitable economic environment, 
older people would have a clear pathway to accessing care. Guay’s model appears 
to presume that there is an existing model of oral health care that older people can 
access. However, the literature reviewed in the previous chapter demonstrated 
that New Zealand has not systematically or consistently developed a model of oral 
health care for older people, including the most vulnerable. As described in 
Chapter 3, other comparable countries’ models also vary widely within national 
jurisdictions, without systematic guidelines, practices or regulations. Therefore, 
the model likely requires a fourth category: that is, service provision. 
The ‘demand’ described in Guay’s model refers to demands from the patient group 
themselves. However, Smith (2010) highlighted that many dependent older people 
are unable to make those demands directly themselves. Physical and cognitive 
decline can provide challenges to the necessary individual advocacy and political 
organising; challenges that are further compounded by aged care systems that 
often disempower dependent older people and leave them vulnerable to elder 
abuse (Lindbloom et al., 2007). Moreover, the demand for better oral health care 
for dependent older people also requires input from family and whānau (extended 
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family); the workforce responsible for its provision, advocacy groups, and the 
general public. These factors influenced Smith’s (2010) decision to reframe the 
‘demand’ part of Guay’s Access Triangle as ‘demand/awareness’; this thesis further 
amended this to ‘awareness’. 
Consequently, in this thesis, Guay’s Access Triangle has been reconfigured into a 
four‐sided model (Figure 4). This includes Guay’s original elements of enabling the 
workforce to provide care, creating an economic environment that enables both 
patient and worker participation in the system, an amended element of generating 
societal awareness of the importance of oral health care for dependent older 
people, and a new element of suitable oral health care provision for the population 
group. 
 
Figure 4. Expanded Access model. 
4.3  Methods 
4.3.1  Qualitative research 
Providing public funding likely strengthens the oral health and aged care sectors’ 
ability to provide appropriate, affordable and accessible oral health care for 
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dependent older people. The literature review showed that publicly‐funded dental 
care systems in New Zealand and other comparable countries are small in number 
and scope, meaning that there are few established models for how to effectively do 
this. Working out the feasibility and acceptability of funding this system is 
therefore not as simple as calculating the costs involved in a pre‐existing 
framework (for which quantitative methods such as surveys, questionnaires and 
economic modelling would be appropriate). First, we must source ideas from 
knowledgeable informants, with influence and experience in the fields, on what an 
oral health system for dependent older people could look like. 
To determine those views, and to work out the ‘what, why and how’ of oral health 
care system design, qualitative methods were chosen (Green & Thorogood, 2014). 
Qualitative research focuses on “the nature, explanations and understanding of 
phenomena.” (Ryan et al., 2009, p. 309). Gathering qualitative data involves 
exploring the views, beliefs and experiences of research participants (Ryan et al., 
2009). Unlike quantitative research, qualitative research focuses less on the 
frequency of particular data and more on its meaning and importance to the 
research questions. It also allows for greater flexibility in questioning and 
discussion topics than quantitative methods such as questionnaires (Ayers, 2009). 
Qualitative methods were therefore appropriate for this thesis, as they would 
allow in‐depth exploration of key informants’ views on the feasibility and 
acceptability of publicly‐funded oral health care for dependent older people, 
including their views on appropriate care provision and funding. 
Undertaking qualitative research acknowledges the role of the researcher’s 
implicit and explicit beliefs in the research processes. This is in contrast to a 
positivist approach that posits the researcher as an objective actor harvesting data 
from pre‐existing social phenomena (Braun & Clarke, 2006; Bryman, 2012). 
Indeed, upholding certain beliefs is necessary for policy research, as the researcher 
is proposing to change existing socio‐economic systems. (Some of these beliefs 
influenced the theoretical framework selection described in Section 2.4.) 
Qualitative data may be collected through methods such as focus groups and/or 
individual interviews. Focus group interviews might be attempted to answer the 
research questions in this study; for example, a group of dentists who work with 
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older people could be invited to discuss the questions. An advantage of focus 
groups is that they can allow for the exchange of ideas, discussion and debate 
between participants, sometimes yielding data which individual interviews would 
not (Bryman, 2012; Guest et al., 2017). However, their group nature and time 
limits mean that each participant may only speak briefly or in some cases very 
little (Bryman, 2012). It also reduces participant confidentiality, particularly if 
participants are drawn from small and specific communities. 
Individual interviews allow greater time for interviewer and participant to explore 
fine points and pursue coherent trains of thought, detailed arguments and in‐depth 
exploration of tangential issues – overall, deeper and more focused data than is 
generally obtained in focus groups (Bryman, 2012). While focus groups rely on a 
certain degree of commonality between participants, this research sought expert 
opinions from informants with a wide range of expertise in oral health and/or aged 
care, meaning that individual interviews were more appropriate for this research 
than focus groups. At a practical level, knowledgeable informants were small in 
number and scattered throughout New Zealand, so limitations of expense and time 
also made individual interviews more feasible for this research. Owing to the small 
pool of informants available, individual interviews increased the likelihood of 
informants speaking freely without concerns about reactions from their peers. 
There are three main interview approaches in research: structured, semi‐
structured and unstructured. Structured interviews are usually more appropriate 
for quantitative research, as they involve a strict interview schedule with identical 
questions for each participant. At the opposite end of the spectrum, unstructured 
interviews, used (for example) in ethnographic research, have very few 
predetermined questions for interviewees. Semi‐structured interview methods 
were chosen for this thesis, where some questions were determined in advance 
but the interview structure was comparatively loose and open‐ended, allowing the 
researcher to diverge to discuss any topics that arose in more detail (Britten, 
2006). While oral health and aged care are well‐established fields of study, the 
research involved exploring the possibilities of an oral health care system for 
dependent older people that has not yet been fully developed, meaning that some 
flexibility within interviewing was essential. 
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4.3.2  Sampling 
As one cannot gather data from every member of a given population, sampling 
helps researchers stratify participants whose knowledge or characteristics are 
relevant to the research. Sampling methods differ according to different types of 
research. Where quantitative research gathers comparatively descriptive data 
from large numbers of participants in a selected population, qualitative research 
seeks in‐depth information from a narrower range and smaller number of 
participants. While quantitative sampling usually seeks participants at random 
from within a population, purposive sampling, a qualitative sampling technique, 
selects participants according to their perceived knowledge or experience as 
relevant to the research questions (Bryman, 2012). 
Purposive sampling may involve self‐selected participants, whereby researchers 
advertise their research in a community and invite people to contact them in order 
to participate. However, this research required key informants with expert 
knowledge and experience in oral health and/or aged care. Such informants were 
initially identified through the researcher’s and supervisors’ contacts and 
networks, or on the basis of their position in relevant organisations, and invited to 
participate. Snowballing was also used to identify further interview participants, a 
sampling technique which involves asking research participants if they could 
recommend other suitable interviewees. This technique is necessary when 
numbers of potential participants are small and criteria for their selection are 
highly specific (Bryman, 2012). 
Various informant types have important and valuable perspectives on the oral 
health of dependent older people: people who require care; their family and 
whānau; personal and/or political advocates; people providing care; and people 
designing and implementing care provision systems. As this research sought 
information on oral health care policy, system design and funding, interviews with 
expert informants having extensive knowledge of these issues was considered the 
best way to approach the research topic. Informants included experts in oral 
health, health policy, aged care, economic policy, and older people’s advocacy and 
rights. Those approached for the study included key public servants and policy 
advisors, oral health clinicians, personnel from the aged care sector, and older 
people’s community advocates. 
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The ethics application was drawn up with support from supervisors. Ethical 
approval was granted by the Human Ethics Committee, University of Otago, 
#D19/265. (See Appendix B.) In accordance with University of Otago policy, 
consultation with the Ngāi Tahu Research Consultation Committee is required for 
all projects. Māori consultation for this project was undertaken by supervisors for 
a larger mixed methods project, of which this study was a part. 
4.3.3  Data collection 
Data collection instrument 
A semi‐structured interview schedule was developed by the researcher with input 
from the supervision team (See Appendix C). The schedule began by seeking 
information from participants about their experience and roles in dependent older 
people’s oral health care. Two further sections of the schedule were primarily 
guided by the two research sub‐questions: what appropriate oral health care 
provision for dependent older people would look like, and how it should be funded. 
A further section was guided by the findings of the literature review on overseas 
oral health models as compared to the New Zealand model. Finally, the schedule 
asked informants to describe an ideal system of dependent older people’s oral 
health care in New Zealand, and what would be required to implement it. 
To test the interview schedule’s suitability, it was piloted with a member of the 
University of Otago public health department with oral health practice and policy 
research experience. Changes were subsequently made to the schedule based on 
the feedback from the pilot. The most substantial amendment was the decision to 
send participants a 3‐page sheet with background information on oral health and 
some international oral health systems before the interview (Appendix D). This 
allowed participants time to consider these systems and their possible relevance to 
the New Zealand context, rather than having to read through and absorb material 
during the interview. Over the course of the data collection process, new questions 
were included in the interview schedule based on topics raised by informants in 





Ten informants were initially invited to participate by email, with an information 
sheet about the project and a consent form requesting permission for the 
researcher to record and use the data generated from the interviews (Appendix B). 
Six people replied to the initial email. In four instances the contact did not reply 
immediately; in three cases the researcher followed this up with further emails, 
but without success. One of these contacts was retrospectively considered non-
essential to the project, and was not contacted further. In three cases, the initial 
contact was unwilling or unable to participate, but redirected the researcher to a 
more appropriate contact within their organisation. These secondary contacts 
were then emailed; two replied and agreed to participate. When snowballing was 
attempted to find further contacts, a small number of informants recommended 
others outside their organisation for interview, but these contacts proved hard to 
reach and thus were not included. The Covid-19 pandemic in 2020 substantially 
increased the difficulty of contacting and recruiting informants, with the result that 
eight interviews were completed. 
Data collection 
All interviews were conducted by the researcher, with support from the primary 
supervisor. Sofaer (2002) wrote on the importance of this expert help for novice 
interviewers, as an experienced researcher with subject knowledge is better 
placed to ask appropriate probing questions of the participants. The researcher 
offered informants the choice of conducting the interview in person, through a 
phone call, or through video calling, at a time and place chosen by them. For in-
person interviews, the researcher met informants in their workplaces, in 
conference rooms they had booked in advance. To help put the informant at ease 
and allow them to prepare for the topics to be discussed, interviews began by 
summarising the type of questions they would be asked, and collecting information 
about the informant’s role in their organisation. 
Informants were notified to expect an interview of 50-60 minutes, although this 
was open-ended with the result that some interviews went on for longer. The 
interviews ranged in time from 47 to 90 minutes long. Field notes were taken 
during each interview on emergent data that seemed relevant to the research 
questions. After each interview, these notes were reviewed to provide guidance on 
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any necessary additions to the interview questions; for example, the idea of a 
National Oral Health Inquiry. 
At the beginning of each interview, informants were asked for permission to audio 
record the process, to which all informants agreed. These recordings were 
transferred to a password-protected University of Otago computer, after which the 
files were deleted from the audio recorder. The researcher transcribed the audio 
files verbatim to allow for close examination of the data. Transcribing each audio 
file took four to six hours. After transcription, the audio files were deleted. 
4.4  Data analysis 
This thesis used an inductive process to analyse the data, working upwards from 
the interview information to identify common themes, and seeking to identify any 
convergences and divergences within the data set. As part of this process, the 
researcher used thematic analysis to analyse the data. As Braun and Clarke (2006) 
wrote, a theme “captures something important about the data in relation to the 
research question, and represents some level of patterned response or meaning 
within the data set.” (p. 82) The selection of themes was guided by the four-point 
model of oral health care access developed from Guay’s (2005) access triangle; for 
example, themes around older people’s rights fit into the awareness part of the 
model. Some of these themes were already present in the interview questions, 
while the researcher identified others from informants’ responses. Some data fit 
into multiple themes, and were kept under one or another heading at the 
researcher’s discretion. Some themes were later condensed in order to better 
answer the research questions; for example, the data within initial themes such as 
‘DHBs’ and ‘families’ were later dispersed into more substantial themes. 
The data were hand-coded, owing to the small number of interviews. Once all 
transcripts had been coded, the researcher copied and pasted them into one 
Microsoft Word document, with each individual transcript colour-coded. This 
master transcript was printed and the data were sorted into themes relevant to the 
research questions, using a ballpoint pen. These text selections sometimes 
included whole pages of data, sometimes one or two sentences. Some data were 
paraphrased in Chapter 5, while pertinent quotes were selected to illustrate 
certain points. The researcher discarded any themes and data that were not 
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relevant to the research questions. Each theme was then scrutinised in detail and 
written up one by one for presentation in the following chapter. This process 
involved repeated consultation with supervisors on which themes were suitable 




Table 2: Research categories and themes 
Categories Themes 
(Introduction) • Oral health and health care 
provision: The status quo 
Provision • Prevention 
• Method of care delivery 
• Monitoring 
Workforce • Allocation of workforce 
• Workforce training 
• Interdisciplinary care 
• Workplace conditions 
Economic • Cost barrier 
• Funding models 
• Universal versus targeted funding 
• Subsidies 
Awareness • Older people’s rights 
• Special care 
• Social inequities 
• Political strategies 
 
4.5  Sample characteristics 
Informants included two health policy workers, three hospital-based dentists, two 
older people’s advocates, and one nursing academic. Five informants were women 
and three men, and included a mixture of people who were Pākehā, Māori, Chinese, 
and white/Irish. Informants were located across New Zealand. 
4.6  Summary 
This chapter outlined the methodological approach used in this thesis. It described 
Guay’s theoretical framework of oral health care access, updating Guay’s Access 
Triangle to a four-sided model of oral health care access and describing how this 
model was used to inform and structure this thesis. It then described qualitative 
research, discussed possible methods of interviewing participants, explained why 
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the researcher chose to conduct interviews with key informants, and outlined the 
sampling methods and participant criteria. The chapter then described the 
methods used for data collection and participant recruitment. Finally, it described 
the process of using thematic analysis on the data gathered in the interviews and 
tabulated the final themes selected as units for analysis. 
These themes are presented in Chapter 5: Results, which addresses two of the 
central research questions. To do this, themes were grouped into subcategories 
that answered each question. For example, information on appropriate oral health 
care provision included a sub-question on who should provide this care, 
incorporating themes such as ‘interdisciplinary care’ and ‘workforce training’. Data 




Chapter 5: Results 
5.1  Introduction 
This chapter presents the data from key informants on oral health and aged care. 
The collated data addresses the central research question and sub-questions: 
1) What are key informants’ perspectives on the feasibility and acceptability of 
oral health care provision for dependent older people? 
a) What are key informants’ perspectives on appropriate means of 
providing oral health care for dependent older people? 
b) What are key informants’ perspectives on funding oral health 
care provision for dependent older people? 
As described in Chapter 4, the data in this chapter are organised into five sections. 
The first presents the participants’ views on dependent older people’s current oral 
health status and oral health care. The subsequent four sections arrange the data 
according to the four-sided model of oral health care for dependent older people 
described in Chapter 4: 
• The components of oral health care provision; 
• the workforce capacity to provide this care; 
• the economic environment to enable patient and worker participation in 
the oral health care system, and; 
• social awareness of dependent older people’s oral health care issues. 
5.2 The current status of dependent older people’s oral health and oral 
health care provision 
When asked about the current state of dependent older people’s oral health and 
the oral health care provided to them, all informants agreed they were concerning 
issues. A dentist (2) had observed an alarming increase in the oral health problems 
in this population over time: 
There’s a lot that are becoming very frail with their teeth, and the 
teeth are just deteriorating very, very quickly. […] The speed that they 




Another dentist explained how such changes had implications for the oral health 
system: 
Thirty years ago when I graduated, treating old people was pretty 
easy; they had dentures, you took the dentures out, you relined them or 
chucked them away and that was pretty much it. […] Whereas now, the 
2009 Oral Health Study was showing that split from two-thirds 
dentureless to two-thirds dentate, and you know that's what we've 
been seeing—you know, we've been seeing the thin end of the wedge in 
the hospital system for a while now. (Dentist 1) 
Three informants stated that moving into ARC facilities substantially changed 
people’s lives, and accelerated changes in their oral health: 
Their life changes so much in the rest homes […] and then when they 
bring them in to me I think we need to take all their teeth out […] I’ve 
known people who’ve only lasted in aged facilities for two years. 
(Dentist 1) 
However, four informants also noted that care workers often did not have the 
requisite time, training or resources to provide daily oral health care for those they 
cared for: 
[Domiciliary workers] swoop in, they get 30 minutes and it’s “Ch-ch-ch, 
wash, dress and off, see you later!” I bet they don’t even look at their 
teeth. (Nursing academic) 
Similarly, most informants thought the oral health sector was not adequately 
equipped to address the unique aspects of dependent older people’s oral health 
care. For example, a policy worker (2) argued for the need to prioritise each 
patient’s overall health and wellbeing rather than conforming to a fixed standard 
of oral health treatment: 
One of the biggest barriers is that the profession always wants to do 
the best by people. This is a personal opinion but […] I think the 
profession needs permission to be able to do—for lack of a better 
description—cowboy work, putting something basic in place rather 
than having to do fancy bridgework or something. 
In this regard, two informants thought that the national oral health policy of ‘Good 
Oral Health For All, For Life’ encouraged oral health professionals to focus on 
patients’ specific needs, allowing for flexibility in treatment provision. An 
informant discussed the Seattle Care Pathway model, which tailors oral health care 
to older people’s varying needs and abilities, saying that “It’s about allowing levels 
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of care appropriate to situations, and is not just following the gold standard of dental 
care for somebody.” (Policy worker 2) 
All informants strongly warned that keeping the status quo would have negative 
consequences: 
We're just going to see an escalation of the numbers of people that are 
in this situation with this huge need for dental care and nowhere for 
them to go. It's a big looming disaster, really. (Dentist 2) 
We're going to have some people who invest absolute thousands in 
looking after their teeth throughout their life, and then maybe ending 
up somewhere where all of that gets to be a waste; or you're going to 
have people that never, never, never go. […] I think it's just going to get 
more and more out of the reach of more and more people. (Advocate 
1) 
It's getting to a stage when sometimes we can't do any treatment for 
them, so that's really a very sad sort of picture at the end of the day. 
The "silver tsunami" is coming, definitely. (Dentist 3) 
We're going to be swamped with old people, pliers and bottles of 
whiskey. […] WINZ vouchers for Bunnings. (Policy worker 2) 
Overall, informants agreed that dependent older people’s oral health was generally 
in a poor state, the consequences of which require urgent attention. They thought 
oral care should be designed to accommodate older people’s individual needs and 
circumstances. 
5.3 Oral health care provision 
This section presents data on the key informants’ views on what would be 
required to provide oral health care for dependent older people, including oral 
disease prevention, the method for delivering clinical oral health treatment, and 
the monitoring of that care. 
5.3.1 Prevention 
Almost all informants emphasised the need for preventive measures to reduce 
dependent older people’s oral health problems. For example, a dentist (2) 
discussed how “when we [in hospital] get the referrals the situation in the mouth is 
severe; so it’s too late,” and added that preventive care could avoid “the stage where 




Preventive oral care measures informants cited included addressing diet, oral 
hygiene, fluoride, and free dental checkups with x-rays, along with scaling and 
fluoride treatments when required. Public funding of high-fluoride toothpaste and 
mouth rinses was also suggested. An older people’s advocate (2) supported “two 
free dental checks per year”, while a dentist (3) supported routine examinations in 
ARC facilities; “Every resident that comes into care should get a baseline oral health 
check, and then they should have an annual check or six-monthly check.” 
Four informants suggested that aged care workers could also undertake 
prevention for patients; “an aged care worker coming into the house, you know, 
"Have you brushed your teeth?"" (Dentist 1) A nursing academic described an 
Australian programme in an ARC facility that gave all residents a new coloured 
toothbrush every six months. “If you keep doing that, changing the toothbrushes, 
you’re raising awareness of the toothbrush and the need to brush the teeth. And 
education.” 
Almost all informants also identified poor diet as a contributor to poor oral health, 
particularly items such as sugary drinks. All dentists discussed balancing oral 
health needs with dietary issues in ARC facilities: 
There’s definitely a level of conflict there between what we would like 
in terms of prevention of dental caries which is a massive problem, but 
also with what they’re trying to do with the older people’s nutrition.” 
(Dentist 2) 
Although a policy worker (2) suggested requirements on healthy diet provision in 
ARC facilities, two older people’s advocates stressed the need to balance 
nutritional health with residents’ food preferences: 
If the people don’t like it and won’t eat it, that’s not getting in their 
nutrition anyway… Dietitians and nutritionists […] have got a way that 
you have to eat and that’s how it should be. It’s not; one size does not 
fit all, and you have to make those adaptations. (Advocate 2) 
A policy worker (2) argued that that prevention also involved broader systemic 
changes beyond oral health care or aged care, such as community water 
fluoridation and greater support for health promotion projects. This included 
addressing the social determinants of health, such as poverty, housing, food and 
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security. As they said, “A dental service can only throw so much at people, but if 
there isn’t the right background and environment then we can’t help very much.” 
Overall, informants saw prevention as a crucial part of oral health care delivery for 
dependent older people. 
5.3.2 Method of care delivery 
All informants thought that meeting the oral health needs of dependent older 
people would require oral health care to be delivered through a combination of in-
house dental surgeries, mobile vans, and domiciliary care. 
In-house care 
Informants had mixed views on having in-house dental equipment in ARC facilities. 
A dentist (3) favoured this approach: 
If each rest home can have a dental chair in there it would be great, or 
maybe the bigger ones they can all transport their residents to one 
central place, and the ones that can still move around should at least 
get that care or that checkup when they are admitted or started as a 
baseline. 
However, even among those who saw it as an ideal model, concerns were raised 
that a permanent dental clinic within ARC facilities could be a waste of space and 
resources, given its high cost and likely infrequent use. An informant suggested a 
multi-purpose room instead: 
A clinic room [where] you could roll the bed in there or have a dental 
chair on a plinth that you could just roll in and out. So you could have 
podiatry, anything—eyes, teeth—but you’d have dental gear in the 
cupboards around it that you’d pull out when you were needing a 
dentist. (Dentist 1) 
A policy worker (1) elaborated on the necessary provisions for this: 
What you've gotta do is find out or have some idea [of] what's the 
minimum that a formal dental therapist would want to see, and how 
much of that equipment's not going to be used for 75% of the year or 
whatever it is. And how much is that going to cost and […] who's going 
to maintain it and who owns it. 
Three informants raised concerns about equipment provision. A dentist (3) noted 
that private dentists were often keen to continue treating their patients once they 
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entered ARC facilities, but “if they can't do treatment on-site without the equipment 
then that's another issue.” 
A lot of it should be quite simple to do, but it's the fact that people are 
out of their environment. You've still got all of the compliance costs; 
you've gotta sterilise stuff, you've gotta get the gear and all those 
things. (Dentist 1) 
A dentist (3) described an Australian group that helped provide Australian dentists 
with equipment for oral health care provision in ARC facilities: 
There's been groups that have organised all the equipment and for 
dentists to volunteer themselves to actually use those equipments and 
visit rest homes, so it's like a giving back to the community type of 
thing. And this group will set up all the equipment that's necessary and 
they just come and use it, take it to rest homes when they need to. 
In summary, most informants thought in-house care would be ideal but not 
necessarily feasible, with one informant, a nursing academic, rejecting the idea of 
“every facility having a dental chair” as not being cost-effective. 
Mobile vans 
Six informants noted the need for accessible oral health services in the community, 
partly so that “it [was] not necessarily falling on hospitals to provide that care.” 
(Dentist 2) A nursing academic suggested that the mobile dental vans that 
currently visit schools could also be sent to ARC facilities. An older people’s 
advocate (1) discussed the need for mobile services in rural areas because “we 
don’t all live in cities […] I think you’ve got to get the elderly person to wherever the 
dentist’s going to be.” (Older people’s advocate 1) A policy worker (2) promoted a 
dentist who operated a mobile unit and was “basically on the end of a telephone if a 
rest home had a patient in their facility who had a toothache” and could not be 
transported: 
This guy would rock up in his little van, and he had x-ray equipment, he 
had mobile dental equipment, and he was able to treat the toothache 
there and then, whether it was taking a tooth out or whether it was 
placing a glass ionomer, whatever was appropriate in the situation. So 
it was kind of looking for ideas about what's happening around the 
country and using them as springboards to move forward. 
However, an older people’s advocate (1) was not convinced that the mobile van 
model was sufficient, as evidenced by its current use for children’s oral health 
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treatment. “Now Mum and Dad have to take time off work to take the child, and I’m 
sure that doesn’t work all the time, whatever the best intentions. Whether some 
residential services in the similar area shared a service…?” A dentist (1) noted that 
people in Finland and Denmark had found mobile care too expensive; “those mobile 
clinics we have, they're half a million dollars or more, probably $750,000 worth of 
gear, and you have to put grabs, hoists and that's a lot of money sitting there.” 
Domiciliary care 
Informants had mixed views on providing domiciliary oral health care services for 
dependent older people. While they thought it had merit in principle, most thought 
it would be logistically difficult to provide, owing to equipment costs and 
resourcing issues: 
There’s a home visit option, [but] I mean dental equipment is very 
dear, so it could only be the exam […] and a clean, perhaps. I’m not 
sure how you could have the dental chair of some kind or some way of 
working on the person’s mouth, so that’s a bit tricky. (Older people’s 
advocate 1) 
A dentist (2) described the domiciliary service provided by a DHB, but pointed out 
that such services were limited mostly to assessments. They argued that 
comprehensive oral health treatment could not be included without appropriate 
resources such as transport: 
Unfortunately we don’t accept referrals for older people that just need 
a checkup; we address a specific issue. […] When there’s a lot of 
treatment required then generally we’ll arrange to transport them in 
to the hospital dental service. It’s become very problematic trying to do 
that treatment in that setting with very simple equipment. 
Another issue raised by three informants was the time constraints on oral health 
and aged care workers, in both ARC facilities and home-based support, to provide 
domiciliary care. This included the need to provide company for lonely and 
isolated patients, as “Your best intentions of getting through four patients in the 
morning will be shattered because you’ll still be hearing about the grandkids and all 
those things.” (Dentist 1) Owing to the logistical difficulties of care provision, a 




In summary, informants raised a number of advantages and challenges of in-house, 
mobile and domiciliary oral health care, suggesting a mixture of models should be 
used to meet the needs of dependent older people. 
5.3.3 Monitoring 
All informants thought that providing effective oral health care for dependent 
older people required tools to identify patients in need of treatment. Three 
informants noted how the privatised nature of adult dentistry meant that such 
patients were difficult to identify and monitor, as there are no links between 
private data collection on dental patients and public health data collection. As one 
option to ameliorate this, an informant suggested that when data are collected on 
patients entering ARC facilities, “next to the GP there needs to be a box with 'dentist' 
on it.” (Nursing academic) 
All informants discussed interRAI, an internationally standardised tool used to 
assess older people’s oral health upon admission to ARC facilities. All informants 
thought that interRAI was appropriate but needed improvement, as the current list 
of oral health questions did not produce a sufficiently-detailed picture of residents’ 
oral health to plan appropriate care. 
To improve interRAI, a policy worker (2) suggested further regulation on who 
should conduct the oral health assessment process, as different health 
professionals would having varying levels of expertise. A nursing academic 
expressed concern that the interRAI process did not include comprehensive oral 
health examinations; “It doesn’t actually say ‘You need to look in the patient’s 
mouth.’” An older people’s advocate (2) suggested a formal evaluation of interRAI 
to check “Are these really giving us the results we do need? Is this a comprehensive 
report?” 
An informant also suggested developing Clinical Assessment Protocols for oral 
health, while another discussed the Needs Assessment Service Coordination; both 
similarly working to stratify dependent older people’s oral health care needs. 
However, a policy worker (2) argued that monitoring tools are only effective if 
attached to treatment provision and funding (as addressed later in the chapter): 
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What’s the point? You might do an oral health examination, you might 
determine there’s a lot of issues; who the hell’s going to pay for fixing 
that? I definitely think the interRAI’s a good possibility if there was 
funding attached to it. 
Four informants thought that the oral health and aged care sectors also required 
regulation and external monitoring to ensure they conformed to best practice. “I 
think there’s got to be some kind of regulation […]; if there’s not some sort of 
something to compel them, then I don’t think it’ll happen or it’ll happen very 
variably.” (Advocate 1) 
A dentist (1) discussed how DHBs do not always employ best practice when 
contracting oral health professionals: 
There are some practices that people were shuddering about because 
they've put an expression of interest in; the community know they're a 
bit dodgy […], but then the DHB's at the point of "Any port in a storm, 
we'll take anybody just to say we're providing this service," and if you 
get issues, then it's on the DHB manager for the fallout usually from 
something like that. (Dentist 1) 
A nursing academic suggested that funding oral health treatment through the 
DHBs would make it easier to monitor outputs, particularly by involving 
HealthCERT, a group in the Ministry of Health responsible for auditing DHBs: 
All [ARC] facilities have to be audited, and the DHBs and HealthCERT 
work really closely together […] If they don't do their deliverables, 
their basic care needs that they're funded for under the standards—
[…] oral care would be in the Standards, and that would be assessed. 
And if things weren't going well and the families know about 
Standards then it's reportable, and then we would go and do checkups 
to see what was going on and why weren't they delivering that. 
To summarise, informants discussed how monitoring dependent older people’s 
oral health required developing more comprehensive assessment tools in 
conjunction with clear pathways towards appropriate treatment. They thought this 
required formal evaluations of assessment tools along with stronger regulation of 
the oral health and aged care sectors. 
5.4 Workforce 
This section presents key informants’ opinions on the workforce requirements for 
older people’s oral health care delivery, including their thoughts on who should 
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provide care, workforce training, the role of interdisciplinary health teams, 
workplace conditions, and career pathways. 
5.4.1 Personnel type 
All informants were asked who they thought should be responsible for providing 
oral health treatment for dependent older people. Most considered it more 
efficient to build up and reallocate the existing oral health workforce “than to 
create a completely new approach, cos then you end up with this tussle between the 
public-private sector; and to be frank, you won’t have the workforce.” (Policy worker 
1) Six informants discussed the possibility of repurposing the public oral health 
workforce away from treating only people under 18: 
Is all that attention on children good? […] When about 65% of my 5-
year-olds have never had a filling, why are we investing millions of 
dollars [in them]? […] If we changed that whole [children’s] model to 
pretty much having kaiāwhina healthcare workers in the community, 
then you’d replicated that model at the other end. […] You could 
probably do that within the existing resourcing, because if you’re only 
really having to treat 35% of the kid population, what do you do with 
all that extra resource? (Dentist 1) 
Six informants promoted offering more work to oral health therapists: 
You don’t get a dentist to see everybody first off; you get an oral 
hygienist or oral therapist and so you escalate it up from there. They 
help you prune to avoid this overload of the system, and also you avoid 
the associated expense to a certain extent. (Policy worker 1) 
However, a dentist (1) cautioned against promoting oral health therapists beyond 
their scope, suggesting that oral health therapists’ lobbying power had exaggerated 
their capabilities. Instead, they wanted dentists to avoid what they thought was a 
paternalistic approach within the sector of disregarding , and work with oral 
health therapists to cover the workload, “looking at a whole-of-system thing that 
potentially could be done with the existing funding.” 
Another dentist (2) discussed the importance of enabling consistent care from 
dentists, as “[dentists] like to provide the continuity of care for patients as they age.” 
Six informants promoted involving families more in their older relatives’ care, 




In the dementia unit, the families are very involved; a lot of them come 
every day and are the [patient’s] eyes and ears, they make sure the 
teeth are cleaned if they can, they make sure that they get all the care 
they need. But in the regular old rest home it’s not quite the same. 
(Nursing academic) 
Overall, informants promoted a variety of workers providing oral health care for 
dependent older people, including oral health professionals, aged care workers 
and families. 
5.4.2 Workforce training 
All informants felt that both aged care and oral health workers were inadequately 
trained to treat dependent older people’s oral health. Training programmes for 
oral health care in aged care were described as “sporadic and unstructured” (Policy 
worker 1). 
What I laugh at with the NZDA1 talk is the oral health care plan—
nobody’s ever seen one. We’ve been doing this for five, ten years and 
nobody’s aware of an oral health care plan; the care workers haven’t 
seen it. (Dentist 1) 
Five informants suggested making oral health training mandatory in the aged care 
industry: 
Ensure that’s happened and that it’s at the front of mind, that it’s 
regularly updated, regularly covered, and it’s something that’s 
included in the daily list of tasks. […] If it’s a requirement as part of the 
licensing of the facilities, I think that’s where it would be helpful. 
(Dentist 2) 
Just getting them aware of pathologies: “So if you see this make sure 
you’ve got it in the notes, so if it’s still there later, get the nurse to have 
a look at it.” Escalation and things. (Dentist 1) 
A policy worker (2) discussed a programme where the New Zealand Dental 
Association (NZDA) provides workshops on oral health care to aged care workers. 
They described how, from 2011, this had trained around 4000 people with a view 
to expanding it to the rest of that workforce, with workshop participants reporting 
“big changes where they work” as a result. Another informant approvingly cited the 
Australian Special Care Group’s courses and workshops on oral health and 
dementia. Three informants discussed a ‘train the trainer’ model in aged care 
whereby specialists could train dental hygienists, or oral health therapists could 
                                                            
1 NZDA: New Zealand Dental Association 
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train aged care workers, “empowering them to be able to provide that basic care but 
also champion that to other staff.” (Dentist 2) 
Three informants noted that workforce training should also include the 
unregulated workforce, particularly family members as “family-centred care is 
something that we’re suggesting more and more” (Nursing academic). However, a 
policy worker was unsure that there were the means to do this; “I don’t think 
there’s any [training] mechanism […] apart from providing information and access.” 
(Policy worker 1) An older people’s advocate (1) proposed training the volunteer 
aged care workforce in some basic oral health checks, such as the Lift the Lip2 
procedure of looking into patients’ mouths: 
 
Could it be almost down to like a visiting check-in about various things 
like that with different residents, and they made their way around 
several residential care places in a period of time, and they made 
referrals? But then you'd have to have the checks and balances that 
made sure the referrals were followed through, so you couldn't really 
depend just on family and you couldn't depend just on the facility; 
you'd need a way of making sure it did end up with some action. 
Another policy worker (1) argued for the need to provide career pathways and 
training for younger people coming into the aged care system: 
A young mother maybe, young father who’s got time to spend between 
9 and 3 and wants to earn a bit of money…we found that capturing the 
care worker coming through, often after they go through that first 
phase of their attachment to the system, they go on to develop skills 
and then become trained as a regulated workforce. 
The oral health informants also emphasised the need for oral health professionals 
to become competent and confident in treating older people, with comprehensive 
knowledge of their specific health needs: 
We need to make sure our dentists and oral health therapists […] are 
much better at managing polypharmacy and comorbidities, so there’s 
not an anxiety around “Oh, gotta give them local [anaesthetic], they’re 
gonna arrest.” (Dentist 1) 
That [confidence] comes down to continuing professional development 
and also in what they’re learning in your undergraduate programme 
in terms of geriatric dentistry, and also the availability of courses that 
you can do in postgraduate. (Dentist 2) 
                                                            
2 A procedure where the examiner lifts the patient’s lip to check for the presence of dental caries. 
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To help cut down on education costs, two informants suggested web-based 
education programmes as part of workforce training, as: “Education is expensive 
not only to provide but […] to receive; somebody pays for that time off, and if people 
are expected to do it in their own time, they’re busy people.” They argued that web-
based education is “still done in people’s own time but it’s a little bit more 
accessible.” (Policy worker 1) 
Two informants suggested that trainees in oral health and aged care do more 
hands-on work with patients; “at the moment we’re just keeping in the theory and 
maybe practising on each other, but not on the actual patients.” (Dentist 3) An older 
people’s advocate (2) noted that many health undergraduates don’t learn how to 
interact with older people, and suggested recruiting elderly volunteers “who would 
be more than happy to sit in there and be the guinea pig for the day”. However, they 
cautioned against health care workers improperly applying abstract concepts to 
patients: 
You learn what real life is about when you start learning life’s 
experiences on people, and how things have treated people and how 
people have reacted to them. […] So take your basic skills knowledge 
from your books, by all means, but don’t make it the be all and end all 
of everything that’s going on. Look at circumstances and adapt your 
learning to the circumstances. (Advocate 2) 
In summary, informants thought workforce training had to begin in undergraduate 
health courses and be built up through affordable and accessible workshops, 
courses, and professional development for workers; all centering on the specific 
health needs of dependent older people. 
5.4.3 Interdisciplinary care 
All informants agreed that collaboration between the oral health sector, the aged 
care sector, and the public health system was necessary to provide effective oral 
health care provision for dependent older people. 
I feel like we say it over and over again in the oral health profession, 
that for some reason it’s so separate from general health, and it’s just 
getting it so it’s just part of it, not “oral health” but “health”. And I 




A dentist (1) argued that the Health Act of 1956 has substantially contributed to 
dentistry being segregated from other health disciplines, as the Act developed 
partial public funding for the primary health system but did not include dentistry. 
“We’ve got the legacy of that divorce or never getting together, and that whole type 
of thing is “Private practice is an island, I’m my own boss.”” 
An older people’s advocate noted that people from different disciplines often had 
difficulty building and maintaining professional connections: 
You may have an oral health forum today and everybody goes and we 
all talk about it and everything, but the forum is set up so tightly that 
you may talk to one or two people at lunchtime or […] afternoon tea, 
then everybody goes back and they all get busy in their own things, and 
that contact gets lost again. 
Six informants emphasised the need for greater communication among different 
health providers: 
I’d rarely get a referral from an oral health person like a dentist; very 
rarely. It’s usually the other way around, by proxy. […] there’s no direct 
relationship and capture of information into the system, so we don’t 
know who that person’s oral health physician is […], and only by 
implication. (Policy worker 1) 
Four informants commented on how incorporating dentists more into systemic 
health care could help health professionals to provide more comprehensive and 
holistic treatment. A dentist (1) proposed having an Oral Health Liaison in ARC 
facilities to alert care workers to potential oral health issues. Working with 
primary and secondary care providers was also recommended: 
Why shouldn’t dental hygiene and all that come under primary health, 
working in partnership with your primary health providers? In Māori 
world you could do that, because they have some fantastic holistic 
models of care. (Nursing academic) 
So suddenly you’ve actually got that team dynamic, and [dentists are] 
part of the pharmacy and the physio and the doctors, and they share 
the tearoom; they don’t sit by themselves in their own environment. 
And then those interactions start [like] “Oh, I saw Mrs. Smith and I—” 
“Well did you send her round for an OPG3?” […] I think that’s the 
synergy that’s sitting there that we’re not even getting anywhere near. 
(Dentist 1) 
 
                                                            
3 OPG: Orpthopantomogram, an X-ray of the upper and lower jaws, including the teeth. 
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Four informants noted that an interdisciplinary model needed roots in 
undergraduate training, in both oral health and the medical sector: 
I think in oral health we tend to stick to ourselves a lot, and I think 
getting out and meeting and getting involved with these study groups 
in other specialties is helpful. (Dentist 2) 
Overall, informants thought that a variety of health professionals could facilitate 
the growth of inter-disciplinary health teams for dependent older people’s oral 
health care. 
5.4.4 Workplace conditions 
All informants thought workers’ conditions in both aged care and oral health 
needed to improve to enable effective oral health treatment for dependent older 
people. Three informants argued that aged care workers were particularly 
underpaid and under-appreciated: 
The people who look after older folk in their own homes are a very 
dedicated group of people who do it […] because they love it. […] This is 
not a group that you could say is there for the money, cos it’s low pay. 
(Policy worker 1) 
We’re expecting the good will of people to look after old people. […] Do 
the kids for cheap because they’re kids, and we’ll do old people for 
cheap because they’re old people. (Dentist 1) 
Three informants discussed how owing to the current aged care funding model, 
workers were “all overburdened” with patients and care responsibilities (Nursing 
academic). Three informants noted that workers in some regions also had to travel 
long distances, and in some cases pay for their own travel costs, meaning they 
often did not have the time or energy to provide proper oral health treatment: 
If you’ve got 20 people that you need to get around, how much 
attention are you going to [be able to give] if the person in front of you 
doesn’t want to clean their teeth that day, whether they be dentures or 
not? I think that’s a lot to just put on the carers. (Older people’s 
advocate 1) 
Consequently, two informants thought such working conditions contributed to 
high staff turnover rates, which diminished the efficacy of workforce training: 
We might have oral health champions in each [ARC] facility, but at this 
stage we don’t even know how many of those 4000 [workers] we’ve 




Four informants argued that the oral health sector over-focused on particular 
patient groups at the expense of older people. For example, a dentist (1) discussed 
how the child and adolescent oral health system potentially consumed oral health 
workers’ time through unnecessarily long appointments for children whose oral 
health was not at risk: 
The waste is time. So we'll give [the child] half an hour for a 
consultation, an annual review; but…it's pretty obvious in about 55 
seconds that things are pretty good, and you're having a chat with 
Mum going "Hey, you're doing a great job here, no concerns, expect 
these teeth to come through whenever," and they're gone. But then 
they sit there for 25 minutes doing nothing, and the system allows that. 
This informant argued that freeing workers up from some of these constraints 
would allow them to treat patients later in the day, resulting in a more flexible 
workforce that could treat a wider range of people, including older people: 
I’ve got two clinics; they shut pretty much at 4 o’clock […] so pretty 
much unused from 4 o’clock ‘til 8 o’clock every day and not open on the 
weekends. So if you looked at that resource across New Zealand […] 
and then look at our workforce that we could get going, we could have 
a more flexible workforce that’s prepared to work—god forbid!—after 
4.30. (Dentist 1) 
A policy worker (2) discussed how a similar model was used effectively in Ireland 
to treat people such as refugees, indigenous people and older people. However, 
they noted that dental funding in Ireland lessened sharply in 2010 after the Global 
Financial Crisis, with the result that dentists were “really savagely hit after all those 
cuts were made.” 
Two informants noted that low pay impacted dentists’ willingness to treat older 
people, with a dentist (3) suggesting that many dentists in private practice send 
dependent older patients to the hospital “not just because it's complex but 
financially it's not very rewarding.” 
If dentists feel their remuneration is worse, they might need to put in 
extra time and extra effort on poor old Maisie who takes a little bit 
longer to get out of the chair and make a decision on what she’s going 
to do with her tooth or whatever. (Policy worker 2) 
A dentist (1) discussed how salaries, as opposed to fee-for-service work, can help 
oral health workers be more flexible and more easily meet patients’ needs: 
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I love being on a salary, because if I get a patient and they’re a bit 
tricky, if I have to take an hour I take an hour. And I guess in my head 
the patient gets what they need…and I’ve had the luxury of having time 
to do that in an unpressured way. (Dentist 1) 
However, they suggested that the current process for salary progression needed 
changing to be less onerous and have greater nationwide consistency. 
An older people’s advocate (1) suggested that providing greater flexibility, security 
and income for workers “might attract some people to the role that wouldn’t 
otherwise be interested.” However, two informants raised the issue that career 
progression for oral health professionals in the public sector was stunted by a lack 
of jobs in the area: 
I get a house surgeon for a year, two years, they get a good general 
grounding and then they go off to private practice [...] with me doing 
what I do in special needs and [paediatrics] and other bits and pieces, 
with no FTE4 to give to, you know, if a new house surgeon comes along 
who’s the perfect fit for publicly-funded stuff, there’s nothing right 
there right now. (Dentist 1) 
A policy worker (2) discussed how oral health therapists with adult scope were not 
able to work to their potential: 
They’re leaving the system in droves, they’re leaving the DHBs in 
droves because they’re not able to action their full scopes. If they were 
in a DHB and they were able to action all their full scopes—including 
the adult scope, once training is provided—then that might improve 
job satisfaction and retention and improvement in DHBs. 
Overall, informants thought that working conditions in oral health and aged care 
had to be improved, and that workers in these sectors needed to be consulted on 
how best to do this. 
5.5 Economic environment 
This section presents key informants’ perspectives on the economic measures 
required to allow patients and workers to participate in an oral health care system 
for dependent older people. Topics discussed included cost as a barrier for 
patients, the appropriate models to fund oral health delivery, and relative 
advantages and disadvantages of those models. 
                                                            
4 FTE: Full Time Equivalent 
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5.5.1 Cost as barrier to seeking dental care 
All informants agreed that cost was a major barrier to the population, including 
dependent older people, accessing dental services in New Zealand. A nursing 
academic mentioned that “There’s people who I hear are going to Vietnam now to 
get their teeth done because it’s cheaper over there.” Four informants discussed how 
being unable to afford dental treatment costs led to adults of all ages avoiding 
treatment altogether: 
When you suddenly go to the dentist and he says “Well yes, that tooth 
needs to come out or this one needs replacing, we need to do 
something there and it’s going to cost about $3000,” there’s an 
immediate [reaction of] “I’ll just put up with it 'til it falls out.” 
(Advocate 2) 
There’s this myth […] that if patients have to contribute towards the 
cost of treatment they appreciate it more. So why aren’t we charging 
people for their hips? Why is it only dentistry? […] And it’s a financial 
transaction that impedes the flow of patients, puts anxiety up and all 
those things. (Dentist 1) 
A dentist (1) pointed out that this results in pressure on other health departments: 
The most vulnerable end up taking to the debt collector in hospital and 
working with our Chief Financial Officer here going “Look, this is just 
ridiculous.” They start clogging up [the emergency department] 
because they can’t even afford to come in and see us at the hospital 
because they’re in debt. 
Three informants raised the point that other costs of living also impacted people’s 
ability to pay dental costs: 
New Zealand has gone backwards a lot, is my impression, around what 
you could afford and how you met your basic living needs. […] And 
you’ve got that overlaying things like “Can I afford the dentist?” or 
“Can I afford to go on a holiday? Can I afford to pay the power bill?” 
It’s going to get worse, not better. (Advocate 1) 
Given the cost context informants described, it was even more difficult for 
dependent older people to afford dental care, owing to their reliance on 
superannuation, assets, and family assistance: 
[Families are] not going to spend thousands of dollars keeping Mum or 
Dad’s teeth fine when they’re wanting to make the most of the fact that 
they can use their money now as well as later. (Nursing academic) 
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However, an older people’s advocate (2) pointed out that cost barriers to care 
impacted public perceptions of older people’s health costs: 
Older people may cost us a lot of money, but the only reason that we’ve 
got problems oral health-wise is cos there’s no way that we can 
actually get anything done, because the cost is prohibitive. 
A dentist (1) discussed how addressing the cost barrier would affect the dental 
workforce, as it would enable more people to access care and thus create more 
demand for dental services: 
I guess if we didn’t have that sort of barrier around access and 
everybody could come in, I think we’d really be looking at growing a 
massive publicly-funded service. 
In summary, informants argued that many dependent older people could not 
afford dental care owing to both dental fees and other living costs. They thought 
that dependent older people faced specific challenges with regard to cost barriers, 
owing to their increased reliance on family and superannuation. The point was 
raised that removing cost barriers could have effects on the dental workforce. 
5.5.2 Funding models 
Informants were asked for their views on how oral health care for dependent older 
people should be funded, including questions on centralised versus regional 
funding and the merits of capitation and fee-for-service compensation. All 
informants agreed on the necessity of some level of public funding distributed 
through the oral health and/or aged care sectors. 
Almost all informants argued that current public health funding was insufficient 
for purpose; a policy worker (1) said that “We [in New Zealand] don’t perform well 
in a lot of areas; Vote Health5 is proportionally less than many.” However, two 
informants were of the view that the New Zealand culture and policy environment 
created reluctance among many New Zealanders to publicly fund health projects: 
In New Zealand we kneejerk to “Who’s funding this?” and it’s like 
“Well, let’s be really upfront and let’s see what the current funding is, 
and could we really change that a lot?” (Dentist 1) 
Anything you want to change in aged care, good luck; we can’t even 
get good falls prevention programmes. Don’t take this wrongly, but it’s 
very hard to get anything funded. It’s driven by passion and by the 
                                                            
5 Vote Health: The New Zealand government’s health budget 
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desire of people like ourselves to make a difference. (Nursing 
academic) 
A health policy worker (1) noted that while increasing funding was important, 
“how you spend that money is more important.” When asked where public funding 
should come from, almost all informants thought central government should take 
responsibility rather than the DHBs, owing to the “half a billion dollars’ worth of 
debt” of DHBs nationwide; “if there’s fiscal pressure and there’s money coming in 
straight to the DHB, it can get slightly deviated.” (Dentist 1). Another dentist (3) 
pointed out that “[with] central [funding] you can get your private dentists involved 
as well.” However, a nursing academic informant argued that funding the DHBs 
was more effective as DHBs “[can] impose things that need to happen in the 
facilities.” 
An informant suggested applying the current Combined Dental Agreement funding 
model for (predominantly) adolescent oral health care—a combination of 
capitation funding and fee-for-service remuneration—to older people. All three 
dentist informants made suggestions for capitation funding for older people which 
included checkups, preventive work, extractions, and restorative work. However, 
they also emphasised that for such a funding mechanism to work, dentists needed 
to be adequately compensated (as addressed in Section 4.3.4). A dentist (1) 
mentioned that including simple restorations under capitation would “piss the 
dentists off big-time, cos they’ve gotta do at least four occlusal restorations before 
they can actually start claiming any money.” This informant thought a fee-for-
service system could risk oral health practitioners prioritising payment over 
patients’ needs; “there is that huge conflict between doing the right thing and 
making sure you can make your car payment next month.” (Dentist 1) 
Three informants also suggested funding models that gave financial control back to 
patients. Two informants spoke approvingly of the Australian ‘$1 per day’ model 
described in Chapter 3 (Foltyn, 2019). A nursing academic discussed the Health 
Care Home model in Australia, Northland and Tauranga that gave money directly 
to patients, allowing them and their families to spend money on aged care 
provision as they saw fit. However, another informant discussed an Australian 
programme as a cautionary argument against giving money directly to patients: 
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There was $4000 for people with a medical problem to get treatment. 
The state almost went broke, because anybody with like asthma or 
something like that was getting implants and bridges. That’s the 
human nature of the fee-for-service type thing. If we go to people 
"Here's some money, and you can pretty much have carte blanche to 
spend that," the patients really need to trust that they actually need 
the work done. (Dentist 1) 
Most informants emphasised that the funding needed to be patient-centred and 
take each person’s varying health needs into account: 
If we could get the funding models changed and the way that facilities 
are funded, then it’d be a whole better place for all care, not just oral 
hygiene […] we’ve just heard on the radio in the last week a couple of 
cases where rest homes have provided inadequate care, and there’s not 
one size fits all, it has to be [for] a whole person, so the funding has to 
meet that. (Nursing academic) 
Five informants stressed the need to ensure funding was distributed properly to 
meet the needs of its intended recipients: 
Funding is a big part of it, but actually how you spend that money is 
more important. […] Everybody talks highly of what they do in 
Australia, and then you reach into the details and you discover it’s not 
nearly as universal or capable of reaching everybody. (Policy worker 
1) 
In summary, all informants approved of funding that was nationally consistent and 
spent appropriately. They thought that funding needed to provide patients with 
autonomy and meet their individual care needs while appropriately compensating 
health professionals. 
5.5.3 Universal versus targeted funding 
Views on whether funding for dependent older people’s oral health should be 
targeted or universally applied were mixed, and informants discussed several 
advantages and disadvantages of each model. Two informants thought that 
targeting would be publicly unacceptable because “I think there’s a national 
abhorrence to means-testing for healthcare.” (Dentist 1) Similarly, another 
informant pointed out that targeted funding can create public animosity towards 
the recipient:  
Everything targeted becomes pejorative, so I’m probably more of a fan 
of universal for that reason. [For] National Super, no one looks at you 
like you’re some […] bludger, [like] “You’re costing the country 
billions.” (Advocate 1) 
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Another informant pointed out the difficulties in administering means-tested care 
provision: 
Our patients come in in pain with no money and you’ve got to make 
some admin person probably administer that and get shouted at […] 
and waste two hours, and then discover that they weren’t actually 
eligible. (Dentist 1) 
However, there were also concerns about whether universally-applied funding 
would produce equitable oral health outcomes. A policy worker (1) thought it 
would be “a problem rather than a solution” because people will be “unnecessarily 
supplied for needs they don’t even have.” Three others thought universally-applied 
funding was unnecessary, expensive, and would be unlikely to achieve the desired 
outcomes: 
Full public funding is potentially cost-prohibitive, and I think really 
just putting the money where it’s needed most […] cos there are people 
that are well within their means to afford the treatment. (Dentist 2) 
If you try to do a universal programme, then you’re not going to 
achieve the government’s current targets of equity because you’re only 
going to increase those gaps. […] If you’ve got limited funding, it would 
make sense to have some sort of targeting. (Policy worker 2) 
I love the universal process, but it actually ends up diluting things 
rather than focusing on the real issues, which is deprivation. (Policy 
worker 1) 
A nursing academic supported targeting care towards home-based dependent 
older people; “to focus on the indigenous Māori and some way of stratifying old 
people in the community.” They approvingly cited the Canadian model of fully 
funding oral health care for indigenous peoples (described in Section 2.7.1), 
suggesting it be implemented in New Zealand. 
In conclusion, informants discussed a variety of issues with each funding model, 
with more informants leaning towards targeted funding as an appropriate system. 
5.5.4 Subsidies 
All informants discussed patient subsidies for oral health care and how they could 
potentially be improved. They thought that to be effective, subsidies for older 
people’s oral health care had to be easy to administer, financially adequate for 
patients’ required treatment, and targeted properly towards people in need. “We 
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need some sort of tangible, easy way for people to be able to be a) picked out and b) 
be identified when they turn up to a practitioner.” (Policy worker 2) 
When asked about the WINZ $300 dental grant, most informants argued that it was 
insufficient as a sole subsidy: 
It's a drop in the ocean if the bill is $1500; they've still gotta find that 
other $1200, and on a pension of $300 or $400 a week it's just 
something people can't even imagine.” (Advocate 2)  
Moreover, a dentist (1) argued that as the grant was for emergency care, “you’ve 
actually got to tell a bit of a porkie for a lot of the presentations.” 
Informants discussed how subsidies could be provided universally to people over 
65 or targeted to older people on low-incomes, using the SuperGold Card and the 
Community Services Card (CSC), respectively, as proof of eligibility. They argued 
that using existing concession cards and frameworks saved the expense of creating 
anything new, through which “we would lose money that we could potentially be 
ploughing into treatment.” (Policy worker 2) 
An informant suggested using the Community Services Card to provide free oral 
care for low-income people, similar to the use of Medical Cards in Australia. 
Although three informants described the CSC as a blunt tool, suggesting it needed 
substantial improvement to enable better targeting, it was seen as “about the best 
option that we have at the moment.” (Policy worker 2). Further, two informants 
pointed out that the CSC did not always reliably indicate financial need, as wealthy 
people sometimes rearranged their finances through trusts so that they were 
technically eligible for one. They therefore preferred subsidising care for people 
with a card who also received a benefit. Conversely, a policy worker (1) suggested 
the same for people who held both a SuperGold Card and a CSC. 
In summary, informants favoured using the CSC to subsidise care for low-income 
patients, reformed to more accurately target those in need. 
5.6 Awareness of oral health 
This section presents key informants’ opinions on the ‘awareness’ aspects of 
providing oral health care for dependent older people, including people’s 
understanding of older people’s human rights, consideration of special care needs, 
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and the impact of social inequities on dependent older people’s oral health and 
health care. It then presents their ideas on political strategies to achieve positive 
outcomes for older people’s oral health care funding. 
5.6.1 Older people’s marginalisation 
Several aspects of older people’s marginalisation were discussed with informants. 
Three informants spoke of the cultural disregard for older people that frequently 
meant they were sidelined in health care provision: 
From a [dental] industry point of view, […] they do look at older people 
as, I hate to say it, a waste of resources […]; they prefer to spend it on 
the younger groups. […] We need to appreciate that they’re still part of 
the community. (Dentist 3) 
Two informants highlighted the issue that many older people were denied agency 
over what sort of care they received. For example, an older people’s advocate (2) 
noted that some older people forego health treatment because health professionals 
will not take them seriously; “they’ll only give you a pill cos they’re not going to do 
anything for you anyway.” They observed that in some cases when an older person 
went into hospital, the doctors would make care recommendations to their 
families but not consult further. “There was no consultation with the other clinicians 
involved […], and [we had] to make sure that patients knew their rights—they 
weren’t even discussing it with the patients!” 
This informant further discussed how families also sometimes helped restrict 
older people’s options: 
We all believe our kids will never do the dirty on you, but you just never 
know what happens at times. […] We had the papers here not terribly 
long ago about a lady who was put into a rest home on her son’s 
agreement and everything else; […] she thought she was only going in 
for respite care 'til she was well enough to look after herself again—
and found that her son had sold her property while she was in the rest 
home, she had nowhere to go and she’s stuck there. 
Two older people’s advocates highlighted how dependent older people’s restricted 
autonomy sometimes led to behaviours that negatively impact their health, 
including oral health. For instance, Advocate 1 discussed how “[My mother-in-law 
will] refuse to eat because it’s one of the few things she still has control over.” 
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Advocate 2 pointed out that diminished rights within ARC facilities further 
compounded their inability to push for changes to their own care standards: 
I know they have what they call “residents’ meetings” where they can 
talk about those things and that, but again, there’s a lot of reluctance 
cos they’re frightened to bug the system. […] “I don’t want to make any 
noise, […] it could react onto me badly, no I won’t do that.” But I mean, 
would it hurt for the patients to have some input into the sort of things 
they would like? 
Three informants discussed how changing older people’s living arrangements, 
through more communal setups such as Abbeyfield and My Home Health, could 
benefit older people’s oral health: 
All facilities built for older people should be built in a true village 
environment as opposed to a gated environment, which [is] almost like 
a captured group of older people with no ability to reflect the 
community they live in. And inside that you have all the facilities for a 
practice, and things like a dentist and a physio and a chiropodist […] 
and before you know it you’ve got this comprehensive health and 
welfare space. (Policy worker 1) 
Overall, informants agreed that appropriate care provision for dependent older 
people involved respecting their rights and increasing their autonomy. 
5.6.2 Special care needs 
Six informants discussed oral health care provision for special care patients, such 
as those with dementia. An older people’s advocate (1) noted that oral health 
service provision for these patients is often challenging because of inherent 
communication problems: 
When you’re trying to clean [patients’] teeth, whether that’s their 
original teeth or false teeth, they might not want you near their 
mouth—well how do you know whether that’s because they’re in pain 
or they don’t like being touched, what’s the cause of that? […] Unless 
there’s a regular check, I mean we don’t know that there’s a cavity 
forming in our mouth unless it gets to the sore point. An older person 
might just decide to eat softer food and not eat their other stuff, are 
[carers] going to notice and say “Ah, we’ve seen this before! Needs to 
see a dentist.” 
A dentist (3) noted that very few special care dental specialists currently operate 
in New Zealand: 
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[In our region], we have two fulltime or nearly fulltime Special Care 
dental specialists, and we have about three or four other part-timers 
are dentists who have special interest in Special Care, so we're working 
on a similar FTE to [another region] when our population is way 
bigger. 
All dentist informants discussed how a lack of widespread industry training on 
older people’s health needs meant special care dental specialists were taking on a 
disproportionate workload. “All the professional needs dentists who work in 
hospitals sort of default become the gerodontologists […], and that’s not their role, 
because we’ll swamp them with older people who’ve got some illnesses and things.” 
(Dentist 1) 
A dentist (3) said that some older people use special care services as a last resort, 
after being unable to access oral health care in the community; “[some] dentist 
rooms or surgeries are not equipped or big enough, or they’re upstairs and things like 
that, so older people can’t really get there.” Two other informants noted the impact 
of inconsistent health service provision across the country on people with special 
care needs: 
If you live in a particular place and you have home care or you have 
home assistance [...] and you shift to another area—perhaps to be 
nearer your children or something like that […]—some of those 
services are not provided under that criteria of that particular DHB 
they’ve moved to. […] And I think it’s exactly the same with oral health. 
(Advocate 2) 
A dental informant (3) emphasised the need for oral health care planning at the 
start of cognitive decline in order to lessen demand for intensive oral health 
treatment: 
When [their health] starts to decline their primary dentist needs to get 
involved quickly and the treatment planning may have to change 
depending how far they are down the dementia path. […] if we can’t 
provide treatment or we can under general anaesthetic or sedation, 
that can be a risk for their general health as well. 
An older people’s advocate (2) stressed the need to combat ableism in special care 
dentistry by treating disabled patients with respect: 
There’s value in everybody and we have to find out what is the most 
applicable to that particular person. […] Just be respectful enough to 
know that disability is only one part of their life, it’s not their life. I 
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mean how have they contributed to society all the years that they 
have? 
Overall, informants felt that both oral health and aged care were not fully equipped 
to deal with the specific challenges of providing special care dentistry for 
dependent older people. 
5.6.3 Social inequities 
Informants were asked how social inequities affected oral health for dependent 
older people, and what would help remedy the situation. All informants discussed 
how ethnic inequities caused a lot of oral health problems, while one briefly 
touched on inequity for sexual and gender minorities. An informant argued that 
some inequitable health outcomes arose from different cultural norms: 
We probably do see [that] the non-Pākehā group probably have worse 
oral health when they present to us, and probably some of their 
cultures do affect [it] as well; they would be happy to have their teeth 
removed if there’s a problem. (Dentist 3) 
However, all informants thought the oral health care system had failed to 
adequately treat New Zealand’s minority populations: 
The way we deliver the service is completely wrong. I’ve been here for 
20 years; the gap between Māori and Pākehā has stayed exactly the 
same. […] So why the hell are we worrying about trying to drop the 
DMFT6 in upper from 0.9 to 0.8 if I could drop it from 3.5 to 2.5 for 
Māori and Pasifika—that’d be fantastic. But expecting those people to 
come to the clinic and accept care from white middle class ladies […] 
who’ve got some value issues and judgey… (Dentist 1) 
It’s embedded racism, which we believe if you think you haven’t got 
[racism], you have—which makes it very difficult to manage […]—it is 
based on almost institutional-level stuff. (Policy worker 1) 
A policy worker (1) argued that socioeconomic deprivation also influenced health 
outcomes; “Whenever we track Māori/Pasifika and other areas where there’s a gap, 
we often find it strongly associated with deprivation.” They discussed how rural 
isolation compounded service inaccessibility, because “You end up putting a 
premium price on rural practice or deprivation-based practice.” 
Informants’ solutions to oral health care inequities included working more with 
Māori and Pasifika health providers, and creating a more representative workforce 
                                                            
6 DMFT: Decayed, Missing or Filled Teeth 
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“so that your staffing sort of reflects some of the variation in the population.” 
(Advocate 1) A policy worker (1) said this was a “big-ticket item” in the Ministry of 
Health but wasn’t yet specified for oral health. Informants approved of person-
centred approaches, with two discussing the need to provide culturally 
appropriate food in ARC facilities; “Are we providing the kind of food that an older 
Chinese person would’ve eaten or an Iranian or whoever?” (Advocate 1) A nursing 
academic suggested helping Pasifika care workers to work out “what [patients] 
actually do at home before they came into care”: 
I don’t even think that [the Pasifika carers] know lots about oral health 
and what they do at home—they all share toothbrushes, don’t they? So 
all of that kind of education would be critical for that, and they could 
be the ones that just get them cleaning their teeth, culturally; […] 
finding out what that means culturally to have your teeth clean—is 
that a good thing or is it a bad thing? What do they do back in the 
islands, are they still doing that here in New Zealand? […] I know in the 
Māori community they probably used to use soap-salt and soot. 
In summary, informants agreed that oral health and aged care needed to provide 
more appropriate services for minorities to help close equity gaps. 
5.6.4 Political strategies 
Informants had a variety of ideas on how to make older people’s oral health a 
public issue and a policy priority. An informant noted the difficulties in raising 
support for oral health when awareness and interest in the issue was low; “I just 
don’t think [oral diseases are] on many people’s radars as being important until they 
get to be fatal.” (Dentist 1) 
All informants thought raising political awareness required involving a range of 
groups from different areas of society. It was suggested that to negotiate directly 
with the government, the oral health sector needed to form a more effective lobby 
group. In particular, three informants were of the view that dentists needed to join 
oral health therapists’ lobbying efforts. “We need private dentists to start thinking 
bigger than their own little building on the corner of the street.” (Dentist 1) 
Three informants argued that other parts of the health sector, such as the aged 
care sector, needed to have oral health champions to promote oral health and the 
need for oral health care. “It’d be fantastic if we had oral hygiene champions in each 
of the [ARC] facilities so that they could take some leadership.” (Nursing academic) 
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Other groups suggested as potential advocates included community organisations 
such as Grey Power, community health providers such as Enliven and Access, and 
care organisations such as the New Zealand Aged Care Association. An older 
people’s advocate (1) discussed the need to provide such groups with information 
that they could then promote elsewhere: 
Equipping people like us with some things to say […] Some nice 3-page 
[document], really pulling it down and giving some references that if 
people want to go into more detail they can, so perhaps an advocacy 
tool. 
Five informants saw politicians as particularly important advocacy figures, with 
one contemplating whether “we need some older politicians to get toothache.” 
(Dentist 1) A policy worker (1) stated that “You always go to your Member of the 
Opposition […] [which] could be anybody, and that means literally door-knocking on 
Members of Parliament and things like that.” A nursing academic argued for 
approaching politicians (both now former politicians) such as Maggie Barry of the 
centre-right National Party and Winston Peters of the populist New Zealand First 
Party: 
All of those people who love old people, and you get to talk to them and 
you get them to read reports and you get them to tell your story. 
(Nursing academic) 
 
However, an older people’s advocate (2) cautioned against advocacy groups being 
materially tied to the government, noting that “While they’re happy to get in and do 
what they can, they are very cautious about coming out publicly and doing it in case 
it impacts on their funding.” 
Four informants argued that in both the public sphere and the policy sector, 
political pressure and emotional narratives were necessary to convince people to 
prioritise oral health care and associated funding. A policy worker (1) said that 
“When I look at which way the money flows, it’s often as much a reflection of lobbying 
as it is from rational, bottom-up reasoning.” A nursing academic suggested 
promoting “narratives from people who’ve been hard done by (not anti-dentist 
though), the ones that have slightly fallen through the cracks.” 
We know there needs to be a fix, and probably the better information 
we have around it is going to help drive it, but we need some non-
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dental champions; you know, an All Black who’s lost their teeth 
because they started drinking Powerade or something. (Dentist 1) 
An informant suggested having a National Oral Health Inquiry, similar to the 
Mental Health Inquiry of 2018. However, when other informants were asked about 
this suggestion, views were mixed. The policy workers thought it was a misuse of 
time and resources: 
I think you’d get a lot of hot air and [it’d] tell you something you 
already know. […] I felt those things were probably more of a waste of 
time than anything. The only reason you’d say yes to that [was] if you 
knew that it was a preliminary exercise towards a funding approach, 
towards something different. (Policy worker 1) 
In some ways it would be better if we could use that amount of money 
to actually get on and do some work, because we do know there’s a 
huge amount of unmet need; we have a lot of stats and figures already. 
(Policy worker 2) 
However, a dentist (2) thought it would be “very powerful politically”: 
I think [an Inquiry] would be very useful to have the information, to 
have it looked at thoroughly, to have that little push that something 
needs to be done about it, and just by doing that also acknowledging 
the importance of it and acknowledging that oral health, as part of 
health, is a part of quality of life of older people. 
Overall, informants saw the need for a combination of public-facing strategies 
(such as human stories in the media) and government-facing lobbying efforts to 
make oral health for older people a political priority. 
5.7 Summary 
The findings of this research highlight an urgent need for changes to oral health 
care provision for dependent older people. Key informants emphasised the need 
for patient-centred care, with the capacity and flexibility to tailor oral care and 
treatment provision to dependent older individuals’ specific needs. They 
supported structural solutions such as community water fluoridation, and an oral 
health care programme that delivered both preventive and clinical treatment, 
using a combination of in-house, mobile and domiciliary care. Making this care 
effective, they argued, would require improvements in oral health monitoring tools 
and their use in aged care, along with stronger regulation of the oral health and 
aged care sectors. 
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Informants supported a holistic approach to changing the oral health and aged care 
workforces to better serve dependent older people’s oral health needs. They 
argued that this would involve oral health professionals, aged care workers and 
families working together, along with the development of interdisciplinary health 
teams. Workforce training, they noted, should begin in undergraduate training and 
continue through workshops, courses and professional development. To enable 
this, informants supported changing workplace conditions in both oral health and 
aged care, as led by these workers. 
Dependent older people’s increased reliance on others made them face particular 
challenges in cost barriers to treatment, according to informants. To change this, 
informants promoted public funding that was nationally consistent, patient-
centred, and that appropriately compensated health professionals. The majority of 
informants supported targeted funding, and subsidised care for low-income people 
through the CSC. 
Informants emphasised the importance of care provision that treated dependent 
older people with respect and increased their autonomy. They supported 
increasing the oral health and aged care sectors’ capacity to provide special care 
dentistry, and to provide more appropriate services to minorities. Making oral 
health care for dependent older people a political priority, they argued, would 
require people from all aspects of the health sector to work together, along with 
policy workers, community leaders and political groups. 
The following chapter will discuss these results in conjunction with the literature 
review, and explore the implications for future policy, practice and research.  
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Chapter 6: Discussion 
6.1  Introduction 
This chapter concludes the thesis. First, key findings are summarised and 
discussed in the context of the previous literature to answer the following central 
research question and sub-questions: 
What is the feasibility and acceptability of publicly-funded oral health care 
for dependent older people among key informants from the health and aged 
care sectors? 
a) What are key informants’ perspectives on appropriate oral health care 
provision for dependent older people? 
b) What are key informants’ perspectives on funding appropriate oral 
health care provision for dependent older people? 
It then outlines the strengths and limitations of this thesis, and presents 
conclusions drawn from the key informant interviews and literature review. These 
conclusions are used to inform recommendations for future policy, practice and 
research. 
6.2  Summary of findings 
6.2.1  The current status of dependent older people’s oral health 
This study found that dependent older people’s oral health is in a state of crisis in 
New Zealand. Key informants emphasised that oral illness for dependent older 
people was a “looming disaster” and “a very sad sort of picture.” This is consistent 
with the NZOPOHS, which found that there was “a high level of unmet dental need 
among older adults” (CBG Health Research, 2015, p. 162). Both the oral health and 
aged care sectors require substantial changes to meet dependent older people’s 
oral health treatment needs. Informants’ views were consistent with the literature 
that dependent older people’s oral health treatment is often redirected to hospital 
dental services, which are not always appropriate as a first site of care (Ling, 2011; 
Whyman et al., 2014). They thought that more community-based oral health 
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treatment is therefore necessary to meet demand. Currently, hospital dental 
services, domiciliary care and special care dentistry are not provided consistently 
across the country (Chia, 2017; Smith et al., 2019). Moreover, successive 
governments have not sufficiently actioned oral health policies for adults, which 
has negatively affected dependent older adults’ oral health in particular. 
6.2.2  Provision 
This section summarises the research findings on oral illness prevention, method 
of oral health treatment delivery, and the monitoring required for this care. 
6.2.2.1  Prevention 
Key informants argued that provision of oral health care for dependent older 
people involves a combination of prevention and clinical treatment, which is 
confirmed by literature from New Zealand and overseas (Chu et al., 2019; Fricker 
& Lewis, 2009; Inuit Tapiriit Kanatami, 2013; Morgaine, 2015). Informants agreed 
that systemic measures such as increasing community water fluoridation are 
necessary (Ministry of Health, 2010; Morgaine, 2015), along with changing socio-
economic determinants of oral health such as poverty and food insecurity 
(Ministry of Health, 2010; Robson et al., 2011; Sanders et al., 2006). This view 
aligns with Dahlgren and Whitehead’s (2006) holistic rainbow model of health, as 
described in Chapter 3, which supports large-scale structural changes to improve 
health. 
The informants saw preventive oral health care in ARC facilities and home-based 
care as essential, a view consistent with the literature (Fricker & Lewis, 2009; 
Kelsen et al., 2016; Sjögren et al., 2008). The issues they discussed confirmed 
evidence in the literature that the New Zealand oral health system for dependent 
older people currently falls short on preventive care (Grant Thornton, 2010; 
Kelsen et al., 2016; Stephenson et al., 2018). This often leads to oral illness that 
cannot be cured; especially as some dependent older people’s frailty can render 
them unable to tolerate treatment. 
Informants encouraged the provision of daily oral hygiene, which, as the literature 
notes, has proven effective at preventing both oral diseases and secondary 
conditions such as aspiration pneumonia (Fricker & Lewis, 2009; Pássaro et al., 
2016). An informant approved of an Australian model that provided ARC facility 
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residents with a new toothbrush every six months, while another suggested the 
provision of publicly-funded high-fluoride toothpaste and mouth rinses. Providing 
ARC facilities and home-based care workers with such equipment has proven to be 
an effective part of oral illness prevention, as demonstrated by the Australian 
Reach-OHT programme (Chu et al., 2019). 
Early interventions such as oral health examinations are also beneficial. An older 
people’s advocate supported two free dental examinations per year, while a dentist 
supported a baseline oral health examination upon entry into aged care with 
annual or six-month follow-up examinations. Similarly, a Ministry of Health 
(2018b) report recommended offering a free oral health examination every year to 
SuperGold Card holders (New Zealand citizens and residents aged 65+). 
Informants also highlighted the necessity of dietary changes within aged care. 
Limiting the availability of sugary drinks and cariogenic foods in ARC facilities was 
recommended by informants, and is supported by the literature (Benn & Thomson, 
2014). As informants pointed out, oral health needs, dietary issues and older 
people’s dietary preferences all need to be considered and balanced against one 
another to produce good holistic health outcomes. This is consistent with literature 
about the ‘dignity of risk’ principle as developed by the Australian mental health 
and disability sectors (Ibrahim & Davis, 2013; Woolford et al., 2020). Although the 
New Zealand’s official health and disability services standards (Ministry of Health, 
2021) support the provision of nutritious and culturally appropriate food which 
takes people’s food preferences into account, it is unclear how well this is 
implemented in practice.  
Study findings concur with the literature that argues that prevention of oral 
diseases requires a multi-faceted approach, using methods from population-wide 
prevention to direct personal care. 
6.2.2.2  Method of care delivery 
Informants suggested a range of possibilities for providing oral health care, 
although concerns were raised about the costs and logistics of each method. 
Treatment uptake for oral health can be low among dependent older people owing 
to dental anxiety, communication barriers, and the need for family consent (British 
Columbia Dental Association, 2008). However, Ibrahim et al. (2017) found that 
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dental anxiety is often exacerbated by dental avoidance that results in dental care 
being associated with dental pain and emergency care, as opposed to prevention. 
This arguably suggests that making dental care more affordable and accessible 
could reduce dental anxiety in the longer term. Meanwhile, obtaining family 
consent may be easier if families do not have to shoulder the cost burden of care, 
which might limit the potential for financial abuse as described in Chapter 3 
(Bagshaw et al., 2013). A long-term view of these issues can therefore determine 
the most beneficial care delivery methods. 
Limiting the need for travel to dental appointments is a key factor in increasing 
attendance, as this reduces the costs and anxieties of navigating transport while 
disabled (Smith et al., 2020). The research therefore investigated the possibilities 
of in-house treatment, mobile vans and domiciliary care. While in-house care was 
seen by many informants as ideal, they felt that a permanent clinic in ARC facilities 
would not be cost-effective. An informant recommended a multi-purpose room in 
the facilities that could include a dental chair and equipment. Costs, maintenance, 
ownership of equipment, and potentially low rates of usage were all raised as 
issues for consideration. Nevertheless, the literature showed that having portable 
equipment on hand was an important part of care provision in ARC facilities 
(Hopcraft et al., 2008). 
Mobile vans are another option for care provision, although an informant 
suggested that they are not the sole answer. This is consistent with the views of 
hospital dental personnel interviewed by Smith et al. (2019), who approved of a 
combination of domiciliary and mobile care. An informant suggested that the vans 
currently used for some child and adolescent oral care could also be used for older 
people, which could benefit those in rural areas. However, issues were raised 
around the expense and accessibility of the vans. 
Finally, informants were ambivalent about domiciliary oral health care provision. 
Home-based support workers’ time with patients is limited to an average of 2.6 
hours per person per week (Controller and Auditor General, 2014). Time 
constraints are also an issue for domiciliary oral health professionals; an informant 
noted that social time often had to be made for lonely and isolated patients on top 
of oral health treatment. An informant described how existing domiciliary care 
100 
 
systems were mostly limited to oral health assessments, owing to issues around 
equipment expense and portability. This contrasts with the United Kingdom, 
where domiciliary care frequently includes denture care (Pearson et al., 2007). 
However, dentists in the UK and Scotland reported similar challenges in 
inadequate remuneration and the time-consuming nature of domiciliary care 
(Pearson et al., 2007; Sweeney et al., 2007). Despite the challenges of domiciliary 
care, most informants cautiously supported it being provided on a case-by-case 
basis. 
6.2.1.3  Monitoring 
An effective oral health programme for dependent older people requires thorough 
and consistent monitoring of their oral health. Informants noted that it is difficult 
to collate data on dependent older people and their oral health while adult 
dentistry remains privatised. This is a problem within the public oral health sector 
as well; Smith et al. (2019) found nationwide inconsistencies between different 
DHBs’ hospital dental service provision and data collection. A dentist informant 
also raised concerns that DHBs do not always employ competent oral health 
professionals for publicly-funded dentistry, and will sometimes “take anybody just 
to say [they’re] providing this service.” 
Both the literature review and the informants raised concerns about the interRAI 
tool, used to assess patients’ health upon entry into ARC facilities or home-based 
care. While all informants thought interRAI was an appropriate tool, they argued 
that it needed improvement in both its assessment protocols and care workers’ 
training in its administration. As Krausch-Hoffman et al. (2019) noted, aged care 
workers are only briefly trained in the interRAI assessment process, without time 
to become capable in all the areas of health it covers. The oral health section of the 
interRAI assessment process theoretically involves asking the residents questions 
about their oral health, observing their behaviour and examining inside their 
mouth (Krausch-Hofmann et al., 2019). However, a nursing academic suggested 
that more weight was given to the questions than to the oral examination, and that 
aged care workers were not necessarily taught how to identify oral diseases. As 
such, the process does not provide a comprehensive picture of residents’ oral 
health; the questions on oral health are minimal, and care workers often do not 
have enough time to build the trust and rapport with residents required to conduct 
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the process effectively (Krausch-Hofmann et al., 2019). Informants thus 
recommended a formal evaluation of interRAI. Other monitoring tools suggested 
by informants included developing Clinical Assessment Protocols for oral health 
and using the Needs Assessment Service Coordination process to stratify older 
people according to oral health needs. The Seattle Care Pathway, which an 
informant discussed, is another helpful process for the latter purpose (Pretty et al., 
2014). 
Informants argued that ARC facilities and home-based care require greater 
monitoring to ensure they conform to best practice in general. An informant 
discussed the benefits of involving HealthCERT to audit ARC facilities and check 
that they were providing appropriate oral health care. Woods et al. (2017a) wrote 
that observance of regulatory guidelines is very low in ARC facilities; only 14 out of 
123 facilities surveyed nationwide fully conformed to ARC standards under the 
2008 Health and Disability Service Standards. They argued that current regulatory 
frameworks are often ineffective even when applied, as several licensed ARC 
facilities have histories of abusive practices towards residents, including an award-
winning facility in the Manawatū region. A Canterbury-based ARC facility had its 
license renewed despite myriad complaints about understaffing and lack of care. 
Woods et al. (2017a) suggested that “policies and regulations are applied in a 
punitive fashion, rather than being focused on improving quality of care.” (p. 377) 
Informants’ views reflected the literature in concluding that monitoring and 
regulatory frameworks for oral health in aged care should be improved. However, 
an informant noted that even the most thorough oral health monitoring and 
treatment planning in aged care will ultimately be ineffectual if patients cannot 
afford or access the treatment they need. 
6.2.3  Workforce 
The oral health and aged care workforces both require substantial changes to meet 
dependent older people’s oral health needs and to ensure a secure, safe and 
equitable environment for workers. This section discusses research findings on the 
personnel who could provide oral health care, the workforce training required, 
how interdisciplinary teams could be utilised in this care, and how workplace 
conditions could improve. 
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6.2.3.1  Personnel type 
In order to deliver appropriate and accessible oral health care to dependent older 
people, it is necessary to consider who should deliver that care. Informants 
primarily discussed how to enable the oral health workforce to provide consistent 
treatment to dependent older people. They considered it more efficient to 
reallocate the existing oral health workforce towards dependent older people than 
to employ an entirely new workforce. An informant questioned the current public 
investment in child and adolescent oral health care, and suggested that some of 
this workforce could be repurposed towards treating dependent older people. 
Literature on this topic was unfortunately difficult to find. 
Informants also discussed the need to involve oral hygienists and oral health 
therapists in care provision. One informant recommended that they act as an initial 
line of care before (if necessary) scaling up to treatment from dentists, to avoid 
dental workforce overloads and expenses. Informants also supported enabling 
dentists to care for their patients as they age, ensuring continuity of care 
throughout their patients’ lifetimes. 
6.2.3.2  Workforce training 
Informants confirmed that training programmes in the oral health and aged care 
sectors required substantial improvement in both development and 
administration. One informant said of the New Zealand aged care sector that 
“nobody’s aware of an oral health care plan,” while another informant said that 
workforce training in aged care was “sporadic and unstructured.” This is consistent 
with data from a survey of New Zealand ARC facilities, which found that many of 
them lacked policies on oral health care, despite considerable interest from the 
sector (Kelsen et al., 2016). Moreover, a report from the United Kingdom showed 
that even when oral health care guidelines for ARC facilities exist, there is no 
guarantee that managers and workers will be aware of them or adequately 
implement them in the facilities (Care Quality Commission, 2019). 
To remedy these issues, informants recommended making oral health care training 
in aged care mandatory, included as part of the licensing of ARC facilities, and 
regularly update this training to ensure that oral health was prioritised. A health 
policy worker discussed a programme where the NZDA trained around 4000 aged 
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care workers through workshops, with successful results. Informants supported a 
‘train the trainer’ model. In Australia, various similar interventions have increased 
ARC facility staff’s confidence in helping residents with daily oral health care 
(Chalmers et al., 2009; Fricker & Lewis, 2009; Chu et al., 2019). 
An informant discussed the possibility of web-based training. This is consistent 
with the Health and Disability System Review (2020), which supported a ‘learn-as-
you-earn’ model and gave an example of how dental assistants could “gain on-the-
job skills while completing a one-year modular online correspondence certificate, 
working alongside a dentist.” (p. 188) However, a United States study of web-based 
training found that while it increased oral health workers’ confidence, it did not 
necessarily help improve their skills in oral examinations (Talib et al., 2010). Web 
training may therefore need to complement face-to-face training rather than 
replacing it. 
In the oral health sector, informants argued that training in older people’s care had 
to begin at the undergraduate level of dentistry. One discussed the importance of 
ensuring that dentists and oral health therapists are trained to manage 
polypharmacy and comorbidities, while another supported ongoing professional 
development and greater inclusion of geriatric dentistry in undergraduate 
programmes. These views are consistent with findings from Chen et al. (2016) and 
Smith and Thomson (2017). Informants recommended more hands-on training 
with older people directly, with one suggesting that many older people in the 
community would happily volunteer to be practice patients. Informants also 
suggested training family members in basic oral health care and hygiene of 
dependent older relatives, along with the rest of the volunteer workforce. A study 
from the United Kingdom indicated that family support was a protective factor in 
older people’s oral health (McGrath & Bedi, 2002). This suggests that training 
family members would be useful.  
6.2.3.3  Interdisciplinary care 
Informants thought that dependent older people’s oral health care would benefit 
from greater intersectoral collaboration from the oral health, aged care and public 
health systems. Oral health is often treated as separate from systemic health, partly 
owing (as an informant pointed out) to the historic split between these disciplines 
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in the Health Act of 1956, where adult dentistry remained almost entirely 
privatised. As a result, communication between different health providers is often 
difficult to implement or maintain, particularly as private dentistry often 
contributes to dentists’ professional isolation. 
The importance of interdisciplinary approaches in older people’s oral health care 
has been canvassed, for example in dental-medical collaborations to address health 
disparities (Mouradian & Corbin, 2003). Definitions and typologies are available 
(Bailey et al., 2005) but there appear to be few positive examples. An informant 
suggested that interdisciplinary health work should begin at undergraduate level, 
with oral health and medical students meeting to study together. But 
interprofessional education in oral health has lagged, according to Wilder et al. 
(2008), who contend that the onus lies on dentists to “take the lead and look 
outside of traditional educational practice and paradigms” (p. 1236). 
6.2.3.4  Workplace conditions 
Changes to oral health provision for dependent older people will be difficult to 
implement without changing workplace conditions in the oral health and aged care 
sectors. Privatised care has arguably shaped some oral health professionals’ 
approaches to care provision in ways that presents challenges. A report by Chen et 
al. (2016) showed that many undergraduate dental students did not feel any sense 
of social responsibility to address health inequities, with one student asking “Why 
should dentists adjust their price just to provide something for someone? 
[Dentists] are not a public health service, they’re an individual who’s doing a job.” 
(p. 604)  
Informants and the literature highlighted how ARC facility workers and home-
based support workers are underpaid and under-appreciated. An informant said 
that New Zealand culture was “expecting the good will of people to look after old 
people” at a low cost to the public. Following the successful case taken by aged care 
worker Kristine Bartlett and the Service and Food Workers’ Union against her 
employer Terranova Homes & Care Ltd, which ended in a settlement in 2017, aged 
care workers received a pay increase (O’Connor, 2017). Following the aged care 
workers’ claim, the Equal Pay Amendment Act 2020 was passed, facilitating future 
pay equity claims. However, aged care workers’ pay is still low in relation to the 
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average national income; the highest rate noted by the Ministry of Health after the 
settlement in 2017 was $27/hour (Ministry of Health, 2020) but the lower pay 
rates were below the living wage for 2017 (Living Wage, 2017). 
Further, chronic understaffing, overwork, and unsupportive managers also 
contribute to a hostile employment environment in aged care (Kelsen et al., 2016; 
Miegel & Wachtel, 2009; Woods et al., 2017a). An informant noted that these 
problems reduce the efficacy of training programmes in oral health, as staff 
turnover rates are high. Another informant noted that overwork made it difficult 
for carers to provide proper attention to oral health. The literature showed that 
structural understaffing created shortfalls in care, but that individual staff were 
often scapegoated for resultant problems, regardless of their work output (Woods 
et al., 2017a). 
Within the oral health workforce, informants suggested that working conditions 
required more flexibility of hours and types of practice to meet demand. An 
informant argued that the public oral health sector often allocated excessive time 
and resources to long appointments for children who were not at risk, and 
suggested opening up this care to other patients. Another informant noted the 
success of a programme in Ireland whereby school dental services would treat 
children in the daytime, and refugees, Travellers and older people in the evening. 
This concurs with a study from Australia which found that flexible work hours was 
a factor in dentists’ overall job satisfaction (Hopcraft et al., 2010). 
However, informants noted that many oral health workers were disincentivised 
from treating dependent older people owing to the cost, complexity and time-
consuming nature of treatment. This is consistent with research on special care 
dentistry, which special care dentists largely agreed is not financially viable within 
private practice (Chia, 2017). A dentist recommended funding that provided oral 
health care professionals with salaries, arguing that this would increase worker 
flexibility and the capacity for appropriate treatment. 
Improving workplace conditions in oral health and aged care is urgent, as poor 
conditions and a lack of career pathways mean that workers are leaving the 
sectors. In New Zealand, oral health therapists are only permitted to work with 
children and adolescents (Nash et al., 2012), but an informant suggested that 
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opening up work within the DHBs for them to treat adults would improve job 
satisfaction and worker retention. 
6.2.4  Economic environment 
This section discusses the economic environment required to enable appropriate, 
affordable and accessible oral health care provision. This includes research 
findings on cost barriers to oral health treatment, appropriate care funding 
models, the debate around universal versus targeted funding, and subsidies to 
treatment costs. 
6.2.4.1  Cost as a barrier to seeking care 
The privatised nature of adult dentistry has contributed to a decentralised and 
expensive model of care provision with adverse consequences for both dependent 
older people and providers. Informants’ views were consistent with a substantial 
body of literature that demonstrates that cost is a major barrier to seeking or 
receiving appropriate oral health treatment (Ministry of Health, 2010, 2018b; 
Smith et al., 2020; Smith & Thomson, 2017; Whyman et al., 2014). A study of home-
based dependent older people found that cost was “the chief barrier to accessing 
dental care”, often resulting in people forgoing restorative treatment in favour of 
cheaper extractions (Smith et al., 2020, p. 246). An informant discussed how the 
financial transaction involved in oral health treatment “impedes the flow of patients, 
puts anxiety up and all those things.” Similarly, Poulton et al. (2001) discussed how 
dental anxiety is often a result of symptomatic dental service use; that is, using 
dental services only in emergency and pain-related situations rather than for 
preventive treatment. 
High costs of oral health care can also result in pressure on other parts of the 
health sector. An informant discussed how patients start “clogging up” the 
emergency department because they cannot afford private dental care or hospital 
care, a finding consistent with previous New Zealand-based reports (Ling, 2011; 
Whyman et al., 2014). In the UK and Australia, reports showed that many people 
visit their GPs for oral health problems, receiving treatment largely in the form of 
pain relief and antibiotics, and incurring high costs for the primary health sector 
(National Advisory Council on Dental Health, 2012; QualityWatch, 2017). 
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Many dependent older people are financially reliant on superannuation and/or 
family assistance (Bagshaw et al., 2013; Smith et al., 2020). However, 
superannuation is often insufficient to cover dental costs, and as an informant 
pointed out, families may be disinclined to invest large sums of money in their 
older relatives’ oral health. Bagshaw et al. (2013) noted the potential for financial 
elder abuse in this regard. Informants discussed how the cost of oral health care 
interacts with other costs of living, meaning that many people often have to choose 
between dental treatment and other necessities. This is consistent with New 
Zealand literature that cites older people’s housing costs as a substantial regular 
expense, along with utility bills (James & Saville-Smith, 2018; Smith et al., 2020; St 
John & Dale, 2019; Statistics New Zealand, 2020). 
The research found that the cost of oral health treatment is a major access barrier, 
and is likely to persist as long as oral health treatment remains privately funded. 
6.2.4.2  Funding models 
In all the countries examined in this thesis, except for the United Kingdom, private 
expenditure on adult oral health treatment far outweighs public spending. In New 
Zealand, adult oral health care costs total NZ$1.1 billion in private spending 
compared to NZ$100 million in public spending (Ministry of Health, 2018b). 
Shortfalls in public funding mean that dental practices have to charge out-of-
pocket patient fees to cover costs of their premises, oral health professional 
employment, equipment, overheads, administrative staff, and other related 
expenses (Morgaine, 2015). 
Informants unanimously agreed that publicly funding dependent older people’s 
oral health care would improve its affordability and accessibility. This has been 
evidenced by historical oral health funding programmes in Ireland. When medical 
card ownership was universal among adults in Ireland aged 70+, and enabled card 
holders to access a wide range of preventive and restorative dental procedures, 
17% of dependent older people regularly used oral health services (Irish Dental 
Association, 2016; Turner et al., 2018). However, funding cuts to the Dental 
Treatment Benefit Scheme in 2010, along with the creation of means-testing for 
medical card access in 2009, meant this usage dropped to 11%, a more substantial 
drop than that of their independent counterparts (Irish Dental Association, 2016; 
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Turner et al., 2018). Intuitively, as well as from this evidence, it is probable that 
higher rates of public funding result in higher rates of dependent older people 
accessing oral health treatment. However, it is worth noting that uptake of dental 
services among dependent older people is often lower than the need for care 
(British Columbia Dental Association, 2008), meaning that funding for care 
provision could potentially be lower than the cost of meeting dental needs. 
While informants thought that some public funding was necessary, they had mixed 
views on methods for its sourcing and distribution. Most informants argued that 
centralised funding would be more effective than regional (DHB-based) funding, 
owing to the substantial debt of DHBs nationwide. Conversely, one informant 
pointed out that DHBs currently exercise control over how ARC facilities operate, 
and thus argued DHB-based funding would be more effective. 
Overseas examples afforded some evidence on the subject. In Canada, Australia 
and Ireland, certain kinds of publicly-funded dental services are available 
nationwide, but others are decided by regional bodies. In each country, this has 
resulted in some inconsistent service provision across jurisdictions (Canadian 
Academy of Health Sciences, 2014; Canadian Dental Association, 2017; Duckett et 
al., 2019; Irish Dental Association, 2016). In New Zealand, regional health bodies 
themselves are much more changeable and less permanent institutions than the 
national health system; in their current form, DHBs have only existed since 2001 
(Health and Disability System Review, 2020). Moreover, the Health and Disability 
System Review (2020) recommended reducing the number of DHBs in the country 
over the next five years. 
Informants also discussed methods of funding, including the relative merits of 
capitation, fee-for-service and salary models. Each model raises challenges for 
dentists’ remuneration and practice. For example, capitation means that payment 
is made based on the size of the enrolled population, whether or not any work is 
done. Brocklehurst et al. (2013) found that dentists working under capitation 
tended to treat carious lesions at a later date than those working under fee-for-
service, and were more likely to offer preventive advice than those under fee-for-
service. However, an informant noted that fee-for-service can incentivise oral 
health practitioners to prioritise payment over patients’ needs, sometimes 
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resulting in inappropriate or unnecessary dental procedures. Indeed, the UK 
shifted the NHS away from a fee-for-service model in the 1990s because of these 
concerns (QualityWatch, 2017). While salary-based models can increase health 
professionals’ income security, they can also reduce autonomy and lead to 
excessive workloads (Ogundeji et al., 2021). 
Publicly-funded oral health care systems often involve a combination of all types of 
payment. In New Zealand, child and adolescent oral health care is publicly funded 
through the Combined Dental Agreement, which includes both forms of 
remuneration. An informant proposed that this model be used to structure oral 
health funding for dependent older people. One of the advantages lies in how 
dentists are already familiar with the model, thus reducing the cost, time and effort 
of creating a completely new system. Some informants suggested that the model 
should include checkups, preventive work, restorative work and extractions under 
capitation. 
Funding models that give financial control back to patients are also a possibility. 
Foltyn’s (2019) ‘$1 per day’ model, described in Chapter 3, has the advantage of 
older people not having to make large expenditures on dental care all at once, but 
also requires a long period of saving up for treatment costs. Alternatives include 
models such as Health Care Home in Australia and some parts of New Zealand 
where the state puts money directly into patients’ hands to spend on aged care 
provision as they see fit. However, as an informant pointed out, these sorts of 
models could risk patients seeking unnecessary treatment at a cost to the state. 
6.2.4.3  Universal versus targeted funding 
All countries examined in this thesis target their public oral health funding 
towards various subsections of the population. While funding dependent older 
people’s oral health is a form of targeted funding, there were mixed views among 
informants on whether this should be universally applied to all dependent older 
people or targeted further to certain subgroups. An informant pointed out that 
universal funding reduced the pejorative perception of targeted care, as “no one 
looks at you like you’re some […] bludger.” Mkandawire (2005) wrote along similar 
lines that universal care provision is a tenet of socialist ideals and “ideologies of 
equality” (p.2), whereas targeted care is often upheld by more right-wing, neo-
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liberal and individualistic worldviews. In an environment where governments 
prioritise fiscal restraint above other economic concerns, targeted care can be a 
way for the state to restrict care provision to the “deserving poor” (Mkandawire, 
2005, p. 2). Moreover, as an informant noted, working out who is eligible for 
targeted care can be complicated and time-consuming, and administrative staff 
bear the brunt of denying care to poor but ineligible patients. 
However, universal care was seen by many informants as ineffective at addressing 
the more central issue of deprivation. As both informants and some authors 
argued, nominally-universal care that does not account for pre-existing social 
inequities in its programme may end up providing for affluent populations first 
before reaching those in greatest need (Gwatkin & Ergo, 2011; World Health 
Organization, 2014). Some informants were concerned that universal care could be 
costly and that people could be “unnecessarily supplied for needs they don’t even 
have.” One informant promoted targeted funding for dependent older Māori 
people’s oral health treatment, similar to the universal funding for indigenous 
peoples in Canada (Inuit Tapiriit Kanatami, 2013). 
These findings show that universal and targeted funding can be structured in ways 
that favour either equitable or inequitable outcomes. The literature highlighted 
that universal and targeted care are not necessarily discrete or mutually exclusive. 
Many health care systems take an approach that fits somewhere on a continuum 
between the two or are a hybrid model (Mkandawire, 2005). Nor, as Moore (2008) 
pointed out, does universal care necessarily mean that everyone receives the same 
treatment, as some groups will need higher levels of intervention and treatment 
than others. However, more informants favoured a targeted approach. 
6.2.4.4  Subsidies 
Informants agreed that subsidies for oral health treatment had to be improved, and 
their eligibility criteria expanded to more people. They thought that the WINZ 
$300 emergency dental grant was inadequate for purpose, a view consistent with 
an unpublished Ministry of Health report (2018b) that suggested raising the grant 
to $500 per annum (Fleming, 2020). An informant also discussed how, as the grant 
was intended for emergency dental care, its recipients often had to exaggerate or 
lie in order to access it. The New Zealand Labour Party’s recent election promise to 
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extend the grant to $1000 per annum is encouraging (Satherley, 2020). However, 
the literature has also highlighted a culture of austerity and intimidation at WINZ 
that can make it hard for beneficiaries to access their entitlements (Auckland 
Action Against Poverty, n.d.). 
Informants suggested that the CSC be used as proof of eligibility for an oral health 
treatment subsidy. Several informants thought it was a blunt tool, a problem raised 
by Smith et al. (2019) who highlighted how its eligibility criteria often excluded 
people who were above the threshold but could not afford dental care. 
Nevertheless, informants also thought it was easy to administer and saved the 
costs of creating something new. To prevent wealthy people from manipulating the 
system, some informants suggested that oral health care be subsidised only for 
card holders who were also on a benefit. A similar arrangement is used in Australia 
and Ireland, whereby medical card holders have access to varying types of oral 
health treatment (An Roinn Sláinte, 2019; Duckett et al., 2019). Access to these 
cards can be provided for older people universally or via means-testing. However, 
research from Australia showed that stigma around the use of concession cards 
can limit their potential to reduce individuals’ health care costs (Baker, 2011). 
6.2.5  Awareness 
This thesis is directed by several theoretical approaches that highlight structural 
marginalisation(s) and promote equity (Dahlgren & Whitehead, 2006; Hankivsky & 
Jordan-Zachery, 2019; Taylor, 2004). This section discusses the research findings 
on older people’s marginalisation, the need for improved special care dentistry, the 
social inequities that inhibit oral health delivery and outcomes, and the political 
strategies required to change these systems. 
6.2.5.1  Older people’s marginalisation 
Disability rights theory emphasises dependent older people’s needs for self-
determination, dignity, and care (Charlton, 1998; Morris, 1991; Taylor, 2004). As 
informants confirmed, mainstream New Zealand society does not meet these 
needs. A wide variety of academic and political theorists and activists have built on 
Marx and Engels’ (2015) proposition that capitalism assigns societal value to 
people primarily based on their economic output through the commercial 
workforce, and their economic relationship to the means of production. As 
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dependent older people cannot generally do any commercial work, this forms part 
of why they are often characterised as social burdens (Taylor, 2004). Along these 
lines, an informant posited that dental professionals often saw older people as “a 
waste of resources” and were disinclined to prioritise their treatment. However, as 
Taylor (2004) pointed out, this marginalisation is ultimately a self-defeating 
worldview for most people, as “we all age and most of us end up infirm.” Funding 
dependent older people’s oral health care collectively is therefore an investment 
not only in their wellbeing but in almost everyone else’s future wellbeing. 
Informants discussed how older people’s needs are often sidelined in current 
health care provision, with health practitioners often not taking older people’s 
opinions and requests seriously. Elder abuse within aged care is also a well-
documented phenomenon (Lindbloom et al., 2007; Office for Seniors, 2015; Woods 
et al., 2017a), and informants confirmed this as an ongoing problem. This comes 
from both aged care workers and family members. According to a New Zealand 
report, the majority of elder abuse is from the latter (Kai Tiaki Nursing New 
Zealand, 2017). In this vein, an informant discussed a case where an older person’s 
son put her in ARC facilities against her will so he could access her finances and 
assets. The current situation, they intimated, leaves dependent older people’s 
rights to chance; “we all believe our kids will never do the dirty on you, but you just 
never know what happens at times.” 
The anecdotes on elder abuse shared by key informants are consistent with 
anecdotes and other evidence from a wide range of research on elder abuse 
(Cooper et al., 2008; Lindbloom et al., 2007; Office for Seniors, 2015; Royal 
Commission into Aged Care Quality and Safety, 2019; Woods et al., 2017a). An 
informant’s story of an ARC facility resident refusing food “because it’s one of the 
few things she still has control over” shows that patients’ autonomy is deprioritised 
within aged care provision. Dismissive attitudes towards dependent older people’s 
autonomy and agency influence health practitioners’ treatment of them. An older 
people’s advocate discussed how, when older people were hospitalised, doctors 
often did not inform them of their rights or of medical decisions being made. 
Evidence shows that mistreatment of older people goes beyond individual 
attitudes of health practitioners. Older people’s advocates were particularly 
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cognisant of how aged care is structured in ways that often disempower older 
people from speaking up about their needs and preferences, making them 
“frightened to bug the system”. This is consistent with literature from New Zealand 
and Australia. In Australia, ARC facility residents and their families who 
complained about the quality of care ran the risk of being treated as ‘difficult’ and 
further mistreated (Royal Commission into Aged Care Quality and Safety, 2019; 
Woods et al., 2017a). In home-based settings, one in ten older people reported 
receiving abuse from care workers and/or family members (Office for Seniors, 
2015). Older people sometimes internalise ageist attitudes, making them even less 
likely to speak out. Smith and Thomson (2017) found that this was common for 
their oral health issues; “having become accustomed to their poor oral health, they 
adapted their behaviour accordingly, or thought that nothing could be done.” (p. 92) 
The oral health and aged care systems require substantial changes to meaningfully 
provide dependent older people with the agency, dignity and empowerment that 
they require to live healthy and fulfilling lives. 
6.2.5.2  Special care 
Informants emphasised that any care provision must account for different 
dependent older people’s impairments. The social model of disability posits that 
impairments are states of embodiment (for example, having paralysis in the legs), 
while disability represents the societal marginalisation of people with impairments 
(for example, buildings that are not accessible to wheelchair users) (Charlton, 
1998). Creating an accessible and equitable oral health care provision system 
therefore means addressing how the oral health and aged care sectors are 
structured in ways that contribute to ableism. 
To an extent, providing oral health care for people with impairments has inherent 
challenges. An informant suggested that comprehensive oral health care planning 
should commence at the beginning of cognitive decline, subject to change as this 
decline worsens. As informants pointed out, communication can be difficult with 
patients who have dementia or other cognitive impairments. As such, dependent 
older people’s reliance on others is more overt than that of able-bodied younger 
people, and thus requires care workers to exercise some control over decision-
making about their health. 
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However, the research findings show that the structure of the aged care system 
further entrenches this power dynamic to the point of causing harm. The elder 
abuse mentioned previously is the result of both ageism and ableism; younger 
disabled people have suffered similar abuses from their carers, particularly during 
the era where disabled people were more commonly institutionalised (Morris, 
1991). As De Bellis’ (2006) work on ARC facilities illustrates, these institutions are 
designed to shape an often negative conception of dependent older people by both 
themselves and their carers, often resulting in poor treatment. This sort of abuse 
and neglect also occurs in home-based care (Office for Seniors, 2015), contributing 
to home-based dependent older people’s inability to access oral health treatment. 
The structure of the oral health care system also exacerbates the challenges of 
providing care for impaired patients. Special care dentistry is a very small 
profession; as of 2017, only eleven special care dentists were working in New 
Zealand (Chia, 2017). As a result, its availability is scarce and inconsistent across 
the country. As informants pointed out, this means that dependent older people 
who move to other regions could lose access to special care services. An informant 
discussed how a lack of industry-wide training on older people’s oral health needs 
puts even more pressure on special care dentists, who “sort of default become the 
gerodontologists.” This is consistent with findings from previous theses on older 
people’s oral health and special care dentistry in New Zealand (Chia, 2017; 
Mohammed, 2019). 
An older people’s advocate emphasised the need for care providers to treat 
disabled people with respect; “There’s value in everybody...disability is only one part 
of their life.” Similarly, Taylor (2004) highlighted how general support for social 
causes is often based on whether people find the population in question “cool” or 
“sexy”; a perception that dominant society does not grant either to older people or 
disabled people. She emphasised that “If people are sincere in their praise of 
equality and difference they will have to get over finding some differences “cooler” 
and more praiseworthy than others.” 
6.2.5.3  Social inequities 
Informants further confirmed the findings of various reports that Māori, Pasifika 
and Asian dependent older people have poorer oral health than their Pākehā 
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counterparts (CBG Health Research, 2015; Robson et al., 2011). The literature 
showed that these are issues common to white-dominated countries (Australian 
Institute of Health and Welfare, 2020; Race Equality Foundation, 2013). In Canada, 
despite universal oral health funding for indigenous peoples, their oral health 
remains worse than that of white people (Canadian Dental Association, 2017; Inuit 
Tapiriit Kanatami, 2013). 
Inequity for ethnic—and other—minorities intersects with socioeconomic inequity 
(Hankivsky & Jordan-Zachery, 2019). A health policy worker observed that oral 
health outcome gaps between Pākehā people and people of colour are “strongly 
associated with deprivation.” They also argued that rural isolation compounded 
oral health service inaccessibility for people of colour, an issue highlighted in 
reports from New Zealand, Australia and Canada (Canadian Dental Association, 
2017; Roberts-Thomson et al., 2008; Robson et al., 2011). 
While some poor oral health for minorities is the result of broader inequity, 
informants highlighted how the oral health system also contributes to these issues. 
A dentist argued that owing to poor service delivery, “the gap between Māori and 
Pākehā has stayed exactly the same” across time. The Health and Disability System 
Review (2020) noted this as a problem for extending public oral health care to 
adults, arguing that “with less than half of Māori adolescents accessing services in 
the current model, extending eligibility without considering the delivery model 
risks further embedding significant inequities.” (p. 113) 
Solutions proposed by informants included working more with Māori and Pasifika 
health providers, creating a workforce that is more representative of the whole 
population, and training workers in culturally appropriate care. Similarly, Robson 
et al. (2011) discussed how developing the Māori oral health care workforce 
increased the potential for culturally appropriate care provision, promoted Māori 
role models in the workforce, and reduced the possibility of Māori worker isolation 
or burnout. 
6.2.5.4  Political strategies 
Public health is a traditionally political discipline, as it mandates society-wide 
structural changes to improve the determinants of health. Llewellyn’s (2015) 
thesis on activism for health contended that “public health’s ‘biggest idea’ is the 
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necessity of viewing public health action as political action” (p.1) and argued that 
activism for health was “an ethical obligation of public health practice.” (p. 3) 
Informants’ political strategies for change involved raising awareness and support 
within the general public, the health sector, community organisations, and 
government. Although one informant proposed a National Oral Health Inquiry, 
other informants had mixed views on its efficacy. A dentist argued that it would be 
“very powerful politically” as encouragement to change oral health. However, health 
policy workers considered it an unnecessary use of time and resources, with one 
arguing that “you’d get a lot of hot air and [it’d] tell you something you already 
know.” Another thought that resources should instead be directed to “actually get 
on and do some work.” 
A health policy worker argued that emotional narratives and lobbying were usually 
more effective at changing policy than “rational, bottom-up reasoning.” This ties in 
with literature suggesting that within public health, too much emphasis has been 
placed on developing theory and gathering data, based on a presumption that 
evidence is the primary driver of change (Tannahill, 2008). Llewellyn (2015) 
discussed how some approaches to health activism have “an over-reliance on the 
‘tools’ of declarations, conventions or policies,” which she thought “are not capable of 
sparking the necessary change in and of themselves.” (p. 17) The Public Health 
Association of New Zealand (2012) argued that public health theorists and 
practitioners sometimes “must act in a timely way based on incomplete evidence 
or knowledge” in order to change health inequities (p. 6). 
This represents a shift from evidence-based practice to evidence-informed practice 
(Tannahill, 2008). Nevertheless, some awareness-raising and education on the 
issue is required, as informants noted a history of low public awareness of and 
interest in the issue of oral health. An informant thought that oral diseases “[are 
not] on many people’s radars as being important until they get to be fatal.” This 
accords with Smith and Thomson’s (2017) research on dentists’ perspectives of 
dependent older people’s oral health care. To raise greater awareness, an older 
people’s advocate suggested that community groups and health providers should 
be equipped with information on oral health to help educate others. 
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Developing a movement to obtain publicly-funded oral health care for dependent 
older people requires consolidating alliances between groups of people with an 
interest and investment in the issue. This includes dependent older people and 
their families, older people’s and disability rights advocates, oral health and aged 
care workers, and other progressive organisations and activists. However, an 
informant noted that advocacy groups with material ties to government “are very 
cautious about coming out publicly and doing [advocacy] in case it impacts on their 
funding.” 
Informants also suggested working with politicians, naming Winston Peters (the 
New Zealand First Party) and Maggie Barry (the National Party) as suitable 
candidates based on their past support for older people’s programmes such as the 
SuperGold Card. A politician can help give public prominence to an issue, which 
can help mobilise people, and can negotiate directly with their colleagues in 
Parliament. This advocacy can theoretically enable short-term gains, such as 
potentially fast-tracked funding for health programmes. However, both of these 
parties, particularly New Zealand First, have inhibited policies that would increase 
public revenue, such as a Capital Gains Tax, and have propagated racism and 
xenophobia in New Zealand (Grbic, 2010; Maples & Yong, 2019). The presence of 
people like Peters and Barry in oral health advocacy would likely alienate many 
people who most urgently require oral health care reform and/or who are more 
qualified to speak on the issues. 
Politicians in general often have a more limited view of the feasibility and 
acceptability of public funding, partly owing to pressure from wealthy lobby 
groups with vested interests against it (Fooks & Gilmore, 2013). Successive 
governments have been slow to enact the strategies developed in the government 
oral health strategy of 2006, and to adopt the recommendations of the national 
oral health survey in 2009 or the 2012 NZOPOHS (CBG Health Research, 2015; 
Ministry of Health, 2006, 2010). The two-year suppression of a vital Ministry of 
Health (2018b) report on adult oral health care does not bode well for politicians’ 
acceptance of the issue. Moreover, the fact that both Peters and Barry left 
Parliament in 2020 clearly demonstrates the limitations of relying on a few 
prominent leaders. Similarly, former politician Jim Anderton was a powerful 
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advocate for free oral health care, but his death in 2018 left a substantial gap in 
New Zealand-based oral health care activism. 
Oral health champions can be effective at raising the profile of oral health both 
publicly and within the health sector (Amerine et al., 2014). One informant 
supported oral health champions outside the health sector; “an All Black who’s lost 
their teeth because they started drinking Powerade or something.” Given that many 
sports figures frequently promote Powerade, Coca Cola, McDonald’s and other 
cariogenic foodstuffs (Smith, 2016), this would require a substantial shift in 
commercial priorities, and could be a professional risk that most sports figures are 
not willing to take. Other public figures may thus be more appropriate. In 
particular, oral health champions from organisations such as the New Zealand 
Dental Association, the Ministry of Health, and advocacy groups such as Age 
Concern and Grey Power could be powerful public advocates on the issue. 
Media narratives were discussed as method of raising support for the cause. 
Raising awareness of dependent older people’s oral health specifically probably 
requires different sorts of media strategies than those used for younger and non-
disabled people. A nursing academic proposed media narratives from marginalised 
peoples; “the ones that have slightly fallen through the cracks.” It is important, 
however, to ensure that such narratives do not play into stereotypes about 
dependent older people as objects of pity, or as people without agency (Charlton, 
1998; Taylor, 2004). 
As informants argued, political strategies must engage people within the oral 
health and aged care sectors. Within the oral health sector, a dentist stated that 
oral health therapists have thus far been the most active lobbyists, and 
recommended that private dentists join their efforts. Within aged care, an 
informant suggested that ARC facilities needed to have oral hygiene champions to 
help promote the need for oral health care. However, informants pointed out that 
political exhortations to change the oral health and aged care systems will not 
produce results unless they are attached to concrete funding plans. 
The research found that a variety of political strategies are necessary to make 
changes to oral health care provision and funding. This includes using advocacy 
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and evidence to build a case for the cause, but also requires political pressure and 
appeals to public emotion. 
6.4  Strengths and limitations 
This thesis was the first (to the researcher’s knowledge) New Zealand-based 
qualitative study that explored expert informants’ views and perspectives on the 
provision and funding options for dependent older people’s oral health care. The 
qualitative method used allowed the researcher to delve into a wide variety of 
topics in considerable depth. The semi-structured interview method also enabled 
the researcher to broaden the question topics as the interviews progressed. 
Previous New Zealand-based qualitative studies have focused on health 
professionals (Chia, 2017; Smith et al., 2019) or older people themselves (Smith et 
al., 2020). This thesis has the advantage of interviewing a range of expert 
informants in oral health and/or aged care, ensuring that perspectives on care 
provision came from both inside and outside the health and aged care systems. 
Interviewing older people’s advocates provided insights focused on the needs of 
care recipients, while interviewing health professionals and policy workers shed 
light on the needs and capacities of the health system providing care. These 
approaches have helped create new information unique to the New Zealand 
context. 
The thesis’ theoretical scope included a range of frameworks that helped develop a 
multi-faceted perspective on dependent older people’s oral health issues. Dahlgren 
and Whitehead’s (2006) work illuminated how health issues are affected by a wide 
range of socio-economic factors, which encouraged a research focus on structural 
systems rather than individual oral health issues. Intersectionality theory and 
disability theory maintained a focus on equity and autonomy, both of which are 
often denied to dependent older people, and ensured a broad focus on dependent 
older people’s widely differing needs (Hankivsky & Jordan-Zachery, 2019; Taylor, 
2004). In promoting the needs of socioeconomic minorities, this research 
strengthens the baseline for further research both on oral health and older people. 
Guay’s (2005) access triangle was particularly helpful in structuring the research 
itself, and identifying what aspects of oral health and aged care systems required 
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attention. Adding the ‘awareness’ category to Guay’s framework supported the 
social justice theories mentioned previously, and helped to research not only what 
changes were necessary for oral health and aged care, but how these changes could 
be made. This was investigated by interviewing key informants in advocacy, and 
policy workers, and by identifying political strategies for advocating for and 
implementing these sorts of policies. These findings could be used for further 
research on public health advocacy, and to inform oral health and aged care 
advocacy and activism itself. 
A relatively small number of stakeholders in oral health and aged care policy were 
interviewed, partly because the Covid-19 pandemic and national lockdown in early 
2020 made it more difficult to reach potential informants, meaning that only eight 
interviews were conducted. While the research was likely to have reached 
saturation, it could have benefited from interviewing a few more informants, 
particularly from Māori health researcher and/or provider perspectives. 
The research did not seek direct input from dependent older people themselves 
about their oral health treatment needs, which partially limits its ability to propose 
an appropriate oral health care system design (Guay, 2005). However, it was not 
within the scope of this research, as the questions related to high-level policy and 
funding practices which more personal service-user interviews would have been 
less well-suited to addressing. Further qualitative research with dependent older 
participants in New Zealand would be useful, such as that undertaken by Smith et 
al. (2020). 
This thesis presumes the possibility of a state-run dental care system, since the 
state is the main institution with the power and material resources to implement 
collective health care. However, although state-run health systems are generally 
more accessible and better-regulated than private ones (Crampton & Starfield, 
2004), Māori researchers have pointed out that the New Zealand state is 
constructed to primarily empower Pākehā people and values, and thus does not 
prioritise appropriate health care provision for indigenous peoples and people of 
colour who bear the burden of inequality more (Reid et al., 2014; Robson et al., 
2011). It also results in a two-tier system where migrants pay substantially higher 
health care fees (Immigration New Zealand, n.d.). Similar issues are common to all 
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state-based health care systems examined in this thesis (Scott, 2018). 
Unfortunately, this research did not have the scope to fully address these issues, 
but they are important to consider in future research. 
6.5  Implications for policy, practice and research 
This section discusses the implications that this research has for public health 
policy, practice and research. The actions proposed below are informed by the 
previous discussion. 
6.5.1  Provision 
Increasing community water fluoridation is an important investment in 
population-based prevention, particularly in rural areas of the country where 
water fluoridation is currently low and clinical dental treatment difficult to access. 
To avoid inequity of access, community water fluoridation would likely be 
successful if mandated at the national level. The proposed amendment to divert 
decision-making on the matter from local Councils to DHBs is welcome, although it 
could also be mandated by centralised health bodies. For those using private water 
supplies, other sources of fluoride should be freely available. 
Health promotion that encourages oral hygiene for dependent older people 
specifically, and direct assistance with daily oral hygiene (where needed) would be 
a beneficial part of aged care provision. Greater collaboration between dependent 
older people and their families, dietitians, and the catering workforce at ARC 
facilities would help ensure that residents have a diet that supports oral health. 
Within the oral health sector, free oral health examinations would allow for early 
treatment of emerging oral health problems. The Ministry of Health (2018b) 
recommendation of free annual oral health examinations for all SuperGold Card 
holders, and a baseline oral health examination upon entry to aged care with six-
monthly follow-ups should be implemented. 
To reduce the burden on hospital dental services, more community-based oral 
health treatment is needed. Clinical treatment provision could involve a 
combination of in-house treatment in ARC facilities, mobile dental van services, 
and domiciliary dental care. As more of the older population remains dentate, in-
house care at ARC facilities is likely to become more cost-effective. A dental chair 
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and equipment could become part of multi-purpose rooms in ARC facilities, which 
would enable visiting oral health professionals to meet dependent older people’s 
complex treatment needs. Mobile vans could also be made available for home-
based older people and those living in rural areas. Investment may be necessary to 
equitably increase the quantity and quality of vans available nationwide. Further 
research on the different barriers and enablers to care in ARC facility settings 
versus home-based settings would be helpful in determining how oral health care 
could be most effectively provided. 
A formal evaluation of the interRAI oral health assessment process is necessary, 
which should be conducted by or in consultation with independent dental and 
gerontological experts and academics. Greater regulatory oversight of ARC 
facilities and home-based care, with standards developed in consultation with oral 
health professionals, is needed to ensure they conform to best practice regarding 
oral hygiene. This could be linked to ARC facility licensing. Comprehensive aged 
care workforce training in basic oral health education and oral hygiene care 
provision would help monitoring to be more effective, as will be discussed in the 
following section. 
6.5.2  Workforce 
Oral health provision could involve workers from the oral health sector and aged 
care in concert, providing both preventive and clinical treatment as appropriate. 
Aged care workers could act as a first line of defence against oral disease by 
providing daily oral hygiene and facilitating protective health behaviours such as 
healthy diet. For clinical treatment, existing oral health workforces, such as those 
currently caring for children and adolescents, could be reallocated towards 
treating dependent older people, as capacity allows. Oral hygienists and oral health 
therapists could also provide care to remove some of the burden from dentists. 
Facilitating in-house, mobile and domiciliary care could ensure that dentists could 
maintain continuity of care for their patients as they age. 
Aged care and oral health care would benefit if mandatory training programmes 
were funded and supported by the sectors. As the findings indicated, workers in 
aged care are generally overworked and underpaid. It would thus be appropriate 
to treat (and pay for) this training as part of their work hours. Implementing more 
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of this training into undergraduate courses would likely lessen the need for on-the-
job learning in future. Interdisciplinary health teams and health training could help 
increase understandings of the connections between oral health, systemic health 
and mental health, and create better clinical pathways between the requisite 
health services. 
Poor standards of care for dependent older people are partly the result of poor 
working conditions for the aged care workforce. Higher pay (at least the living 
wage), better working conditions and better career pathways might attract more 
people to work, and remain, in aged care. This would lessen the strain of chronic 
understaffing and increase the workforce capacity to deliver its share of oral health 
care. With adequate staffing and less turnover, shifts could be reduced to a 
maximum of eight hours to avoid worker strain and burnout. While eight hours is 
the legal maximum work day without overtime pay (Employment New Zealand, 
2019), higher baseline remuneration for workers would likely reduce the impetus 
to work longer hours. 
6.5.3  Economic environment 
The core private practice structure of New Zealand adult dentistry is one of the 
fundamental challenges to improving oral health care for dependent older people. 
Publicly-funded care is necessary to help ensure that dental treatment is 
affordable, accessible for disabled people, and nationally consistent. In line with 
the Health and Disability System Review (2020) recommending decreasing the 
number of DHBs in the country, this thesis recommends centralised funding as a 
more stable and reliable funding model. This would also sidestep the problem of 
DHB debt. The Combined Dental Agreement is recommended as a familiar system 
of oral health funding. 
In the universal versus targeted funding debate, more informants preferred 
targeted funding. However, while dependent older people with low socio-economic 
status are more vulnerable than their higher-status counterparts, all dependent 
older people are vulnerable owing to their disabilities. The risk of elder abuse, 
including financial abuse, means that dependent older people’s ability to pay for 
oral health care may be at risk even when they are technically wealthy. This thesis 
therefore recommends universally funding dependent older people’s oral health 
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care. However, this care would be most effective if tailored to each older person’s 
specific personal, economic and cultural needs so as to avoid entrenching 
inequities (Robson et al., 2011). 
Targeted funding for groups such as low-income people—either full or subsidised 
funding—also remains an option, using the CSC as an eligibility criterion. Although 
problems have been raised of wealthy people manipulating a subsidy system 
designed to help low-income people, it could be argued that treating those people 
is a comparatively small price to ensure that all low-income people receive 
treatment. This thesis therefore recommends that subsidies for oral health care 
should be determined by ownership of the CSC, with a higher income threshold for 
its eligibility. Further research is needed to assess how many wealthy people are 
currently manipulating the CSC system, what the financial cost is to the 
government, and how concealed funds such as trusts could be regulated to limit 
this. 
6.5.4  Awareness 
Negative socio-cultural attitudes to older people, disabled people and other socio-
economic minorities shape dominant understandings of the social responsibility 
towards dependent older people’s oral health. This is exemplified by discursive 
references to the ageing population as a ‘silver tsunami’, a pejorative term that 
implies older people’s existence is a threat to the health system. In reality, an 
inadequate health system arguably represents a threat to older people. This thesis 
therefore proposes that New Zealand (and international) society reframe this 
problem as a ‘gaping hole’ in health care provision. 
As well as a change of language, professionals are recommended to review their 
stance on the urgency of change in policy and practice. Older people are often 
marginalised both by dominant culture and in the oral health and aged care 
sectors. Even among supportive advocates, this can lead to blind spots about older 
people’s needs. In this vein, the invocation of ‘upstream’ public health action is 
noted. Public health discourses often pejoratively invoke ‘the ambulance at the 
bottom of the cliff’ as an inadequate approach for health care. However, it would be 
equally unhelpful to respond to people who have already fallen off the cliff by 
building a fence at the top. 
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Older people and disabled people are often treated as a burden both inside and 
outside the health system. It could be dangerous to sideline older people’s 
treatment provision as less important than preventing oral health problems in 
healthier, younger people. The ‘ambulance’ of oral health treatment is currently 
unavailable for many dependent older people in New Zealand owing to cost and 
access issues, but still important for their health. This thesis recommends that 
policies on oral health care provision for dependent older people include detailed 
and concrete commitments towards both preventive care and clinical treatment. 
Elder abuse and neglect are substantial barriers to older people’s overall 
wellbeing. Greater public oversight of the aged care workforces could help enhance 
a compassionate ethic of care towards dependent older people. Eliminating elder 
abuse is unlikely to succeed without a complete overhaul of older people and 
disabled people’s societal position. Taylor’s (2004) framework of disability as a 
product of capitalism is a compelling explanation for the societal treatment of 
older/disabled people as social burdens. It also explains why the privatisation of 
aged care can result in profit-driven practices that often treat dependent older 
people badly. Further collaboration between older people’s advocates, disability 
rights advocates, and other progressive activists could help address these forms of 
marginalisation. 
The dearth of special care dentistry in New Zealand requires change. Education on 
special care dentistry should be a mandatory part of undergraduate dental 
training, with more options for courses at the postgraduate level. Although some 
dependent older people are unable to give complex feedback on their oral health 
service needs or system design, particularly those with cognitive impairments such 
as dementia, this does not mean they do not have preferences about their health 
care or that their opinions do not count. The disability movement uses the slogan 
“Nothing about us without us” (Charlton, 1998), meaning that disabled people 
should lead and have the final say on matters that affect them, including health 
care; a concept also applicable to dependent older people. Further research will be 
necessary to determine exactly what dependent older people need and want in 
oral health care provision; how to meet their access needs, how to treat them in 
accordance with their other health and wellbeing concerns, and how to ensure 
greater understanding and support from health professionals. 
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Intersectionality theory (Hankivsky & Jordan-Zachery, 2019) illuminates how 
dependent older people comprise various minorities whose rights need to be 
upheld within appropriate, affordable and accessible oral health care system 
design. This could be improved by employing workers from minority groups to be 
the primary designers of oral health policy and practice, provided that they have 
experience in the relevant professions and appreciation of social justice.  
Informants noted that ethnic minorities in New Zealand often experience worse 
oral health than their Pākehā counterparts; the same is likely to be true for other 
minorities. These include low-income people, women, gender and sexual 
minorities (LGBTQIA+ people), migrants and refugees, religious minorities, people 
with experience of mental health and/or addiction issues, abuse victims, [former] 
sex workers, homeless people, prisoners, people who experience weight stigma, 
and more. While New Zealand’s official health and disability services standards 
(Ministry of Health, 2021) addresses the need for equitable health outcomes for 
Māori and disabled peoples, they do not mention these other minorities, meaning 
that they may be unlikely to ensure comprehensively equitable care. Strengthening 
these standards may thus be necessary. Improving education on how best to 
provide health care for all sorts of minorities would be a beneficial part of training 
in oral health and aged care from the undergraduate level onwards (Chen et al., 
2016). This thesis recommends that the oral health and aged care sectors train and 
employ more workers from these minorities, and consistently uphold policies and 
workforce training programmes that ensure these minorities are treated with 
respect. 
The changes called for here are political. They indicate a need for advocacy that 
uses political pressure, lobbying and emotional narratives as well as research and 
data. This requires reframing the public perception of dependent older people’s 
oral health. Oral diseases are not seen as a public health emergency as compared to 
diseases with higher fatality rates, such as cancer, or novel threats such as Covid-
19. However, effective advocacy for dependent older people’s oral health could 
reframe the issue as similarly urgent. 
Media narratives are a helpful way to raise public awareness of oral health. 
However, political strategising should not automatically assume that members of 
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the public do not have interest in or knowledge of oral health inequities. It is hard 
to be ignorant of oral health’s importance when one has toothache but cannot 
afford a dental visit, a common experience for many poor people faced with a 
variety of expensive living costs. It is arguable that cost barriers make many poor 
people view oral health treatment as unimportant because they have to, rather 
than because doing so reflects their values. Conscientising the public that publicly-
funded oral health care is possible could involve not only raising awareness of the 
issue, but reframing the possibilities of resource distribution. Rapid budgetary 
shifts in response to the Covid-19 pandemic highlighted how money can be rapidly 
diverted from non-essential government projects in light of serious need. Policies 
that withhold potential public funding for oral health programmes could be 
contested, such as proportionally low tax rates on wealth and assets, or excessive 
military funding. 
Many of the strategies for political change recommended by informants are more 
along the lines of advocacy than activism. Llewellyn (2015) used a spectrum model 
of advocacy-activism to define advocacy as working for change within existing 
socio-political structures, while activism involves challenging the status quo by 
using tactics outside these structures. The two approaches are not mutually 
exclusive, but complementary. 
In some ways, action to improve the health system sits in tension with radical 
political views of the state as an institution. Since any nationwide health care 
system requires considerable capital to operate, the main two models of health 
care provision and funding available are commercially operated or state-run, 
otherwise referred to as private and public health care. Public health care, i.e. a 
state-run system paid for through taxation, is generally more affordable for 
consumers than private health care, a key issue for accessibility. This current 
(though not immutable) dichotomy means that any negotiation for better oral 
health care necessarily means working with the state at some point. However, as 
noted earlier, the state often upholds inequities such as racism and xenophobia. As 
such, this thesis supports working with the state at some point, but treating it as a 
conditional ally. Doing this could involve creating a grassroots movement strong 




As Llewellyn (2015) wrote, “The initial task of promoting health activism may… be 
the conscientisation of the public health workforce itself.” (p. 115) This thesis 
suggests that this conscientisation could include awareness of not only the 
systemic problems at hand, but of which methods of activism have historically 
produced the most effective outcomes. This thesis invites people with an interest 
in oral health and aged care to engage with tactical methods across the advocacy-
activism spectrum (Llewellyn, 2015). Political strategising can entail building up 
towards public demonstrations, which serve a double function of making demands 
of its targets and raising public awareness and solidarity for a cause. If 
demonstrations and advocacy in concert fail to attain publicly-funded oral health 
care for dependent older people, more significant actions, such as strikes in the 
oral health and aged care workforces, could be effective. 
6.6  Conclusion 
The importance of dependent older people’s oral health is often overlooked in New 
Zealand, owing to a range of socioeconomic factors. Using public health and social 
justice theoretical frameworks, this thesis chose to focus on systemic issues within 
oral health and aged care that help produce poor oral health, and to ascertain how 
these could be ameliorated. Results from this study show that key informants in 
oral health and aged care think it not only acceptable but urgently necessary to 
develop and implement nationally consistent policy on dependent older people’s 
oral health with highly specific objectives, adequate funding and thorough 
regulation. 
The New Zealand oral health and aged care sectors do not currently have the 
capacity to provide appropriate, affordable and accessible oral health care to 
dependent older people. While these problems are common across Canada, 
Australia, the United Kingdom and Ireland, each of these countries has some 
policies and practices that New Zealand could learn from. Key informants’ 
perspectives largely concurred with the literature in supporting the development 
of nationally consistent, well-monitored provision of preventive and clinical 
treatment for dependent older people, using in-house care, mobile and domiciliary 
delivery as appropriate. The research also highlighted the need for future-focused 
training and education from the undergraduate level onwards for oral health 
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professionals, aged care workers and other relevant health professionals. 
Improved workforce conditions would help ensure the efficacy of this training and 
service delivery. 
To remove the substantial cost barrier to oral health treatment, most informants 
thought that targeted funding from central government would be most feasible for 
dependent older people’s oral health care. As several informants suggested, 
subsidies could also be targeted through ownership of a CSC, with its income 
threshold raised to ensure equity of access. 
Informants all agreed that older people, disabled people and other minorities in 
New Zealand (and elsewhere) have suffered from a lack of public attention and 
material support for their oral health needs. While changing the current oral health 
system for dependent older people requires a lot of education and advocacy, it is a 
feasible task if effective political strategies are developed. If dependent older 
people and their supporters advocate to the government, they could change the 





Adegbembo, A. O., Leake, J. L., Main, P., Lawrence, H. P., & Chipman, M. L. (2005). 
The Influence of Dental Insurance on Institutionalized Older Adults in Ranking 
Their Oral Health Status. Special Care in Dentistry, 25(6), 275–285. 
Ameijeira, P., Leira, Y., Blanco, J., & Leira, R. (2017). Periodontal disease as a 
potential factor of migraine chronification. Medical Hypotheses, 102, 94–98. 
https://doi.org/https://doi.org/10.1016/j.mehy.2017.03.019 
Amerine, C., Boyd, L., Bowen, D. M., Neill, K., Johnson, T., & Peterson, T. (2014). Oral 
health champtions in long-term care facilities - a pilot study. Special Care in 
Dentistry, 34(4), 164–170. https://doi.org/10.1111/scd.12048 
An Roinn Sláinte. (2019). Smile agus Sláinte: the National Oral Health Policy. 
https://assets.gov.ie/9613/39736ac409d94a6194b52bdae5e3d1b0.pdf 
Associate Minister of Health. (2016). Healthy Ageing Strategy. 
https://www.health.govt.nz/system/files/documents/publications/healthy-
ageing-strategy_june_2017.pdf 
Auckland Action Against Poverty. (n.d.). Not Enough Left: Beneficiaries speak on 
their visions for welfare, work and housing. 
https://www.aaap.org.nz/notenoughleft 
Australian Institute of Health and Welfare. (2020). Oral health and dental care in 
Australia. https://www.aihw.gov.au/reports/dental-oral-health/oral-health-
and-dental-care-in-australia/contents/introduction 
Ayers, K. M. S. (2009). The dental workforce in New Zealand. University of Otago. 
Bagshaw, D., Wendt, S., Zannettino, L., & Adams, V. (2013). Financial Abuse of Older 
People by Family Members: Views and Experiences of Older Australians and 
their Family Members. Australian Social Work, 66(1), 86–103. 
https://doi.org/10.1080/0312407X.2012.708762 
Bailey, A., Bailey, S., & Bernoth, M. (2017). “I’d rather die happy”: Residents’ 
experiences with food regulations, risk and food choice in residential aged 
care. A qualitative study. Contemporary Nurse, 53(6), 597–606. 
https://doi.org/10.1080/10376178.2017.1361334 
Bailey, R., Gueldner, S., Ledikwe, J., & Smiciklas-Wright, H. (2005). The Oral Health 
of Older Adults: An Interdisciplinary Mandate. Journal of Gerontological 
Nursing, 31(7), 11–17. 
Baker, D. (2011).  Further disadvantage: the effect of stigma in discouraging use of 
concession cards. Australian Social Policy Journal, 10, 97–104. 
Barbe, A. G., Schmidt, P., Bussmann, M., Kunter, H., Noack, M., & Röhrig, G. (2018). 
Xerostomia and hyposalivation in orthogeriatric patients with fall history and 
impact on oral health-related quality of life. Clinical Interventions in Aging, 13, 
1971–1979. https://doi.org/10.2147/CIA.S178370 
Benn, A. M. (2012). Xerostomia among adult New Zealanders: a national survey. 
131 
 
University of Otago. 
Benn, A., & Thomson, W. M. (2014). Saliva: an overview. The New Zealand Dental 
Journal, 110(3), 92–96. 
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative 
Research in Psychology, 3(2), 77–101. 
https://doi.org/10.1191/1478088706qp063oa 
British Columbia Dental Association. (2008). Report on Seniors’ Oral Health. 
http://germiphene.com/wp-content/uploads/2015/01/Report-on-Seniors-
Oral-Health-British-Columbia-Dental-Association.pdf 
Britten, N. (2006). Qualitative interviews. In C. Pope & N. Mays (Eds.), Qualitative 
research in health care: Third edition (Third). Blackwell Publishing. 
Broadbent, J. M., Thomson, W. M., & Poulton, R. (2008). Trajectory patterns of 
dental caries experience in the permanent dentition to the fourth decade of 
life. Journal of Dental Research, 87, 69–72. 
Brocklehurst, P., Price, J., Glenny, A.-M., Tickle, M., Birch, S., Mertz, E., & Grytten, J. 
(2013). The effect of different methods of remuneration on the behaviour of 
primary care dentists. Cochrane Database of Systematic Reviews, 11. 
https://doi.org/10.1002/14651858.CD009853.pub2 
Bryman, A. (2012). Social research methods (4th ed.). Oxford University Press. 
Canadian Academy of Health Sciences. (2014). Improving Access To Oral Health 
Care For Vulnerable People Living In Canada. https://crdcn.org/improving-
access-oral-health-care-vulnerable-people-living-canada 
Canadian Dental Association. (2017). The State of Oral Health in Canada. 
https://www.cda-adc.ca/stateoforalhealth/ 
Care Quality Commission. (2019). Smiling matters: Oral health care in care homes. 
https://www.cqc.org.uk/sites/default/files/20190624_smiling_matters_full_r
eport.pdf 
CBG Health Research. (2015). Our older people’s oral health. Key findings of the 




Chalmers, J. M., Carter, K. D., & Spencer, A. J. (2005). Caries incidence and 
increments in Adelaide nursing home residents. Special Care in Dentistry : 
Official Publication of the American Association of Hospital Dentists, the 
Academy of Dentistry for the Handicapped, and the American Society for 
Geriatric Dentistry, 25(2), 96–105. 
Chalmers, J. M., Spencer, A. J., Carter, K. D., King, P. L., & Wright, C. (2009). Caring 





Chan, M. (2012). Dementia: A Public Health Priority. 
https://www.who.int/mental_health/publications/dementia_report_2012/en
/ 
Charlton, J. I. (1998). Nothing About Us Without Us: Disability Oppression and 
Empowerment. University of California Press. 
Chen, V., Page, L. F., McMillan, J., Lyons, K., & Gibson, B. (2016). Measuring the 
attitudes of dental students towards social accountability following dental 
education – Qualitative findings. Medical Teacher, 38(6), 599–606. 
https://doi.org/10.3109/0142159X.2015.1060303 
Chen, X., Clark, J. J., Preisser, J. S., Naorungroj, S., & Shuman, S. K. (2013). Dental 
Caries in Older Adults in the Last Year of Life. Journal of the American 
Geriatrics Society, 61(8), 1345–1350. https://doi.org/10.1111/jgs.12363 
Chen, Y.-T., Shih, C.-J., Ou, S.-M., Hung, S.-C., Lin, C.-H., & Tarng, D.-C. (2015). 
Periodontal Disease and Risks of Kidney Function Decline and Mortality in 
Older People: A Community-Based Cohort Study. American Journal of Kidney 
Diseases, 66(2), 223–230. 
https://doi.org/https://doi.org/10.1053/j.ajkd.2015.01.010 
Chia, L. Y. F. (2017). Clinicians’ Perspectives on Special Care Dentistry in New 
Zealand. University of Otago. 
Chistiakov, D. A., Orekhov, A. N., & Bobryshev, Y. V. (2016). Links between 
atherosclerotic and periodontal disease. Experimental and Molecular 
Pathology, 100(1), 220–235. 
https://doi.org/https://doi.org/10.1016/j.yexmp.2016.01.006 
Chu, S., Casey, M., Law, G., Tran, J., & Wright, F. A. C. (2019). Reach-OHT: Activity 
Report 2018. 
Connolly, M. (2010). Of proverbs and prevention: aspiration and its consequences 
in older patients. Age and Ageing, 39(1), 2–4. 
Controller and Auditor General. (2014). Home-based support services for older 
people: Progress in responding to the Auditor-General’s recommendations. 
https://oag.parliament.nz/2014/home-based-support-services 
Cooper, C., Selwood, A., & Livingston, G. (2008). The prevalence of elder abuse and 
neglect: a systematic review. Age and Ageing, 37(2), 151–160. 
https://doi.org/10.1093/ageing/afm194 
Crampton, P., & Starfield, B. (2004). A Case for Government Ownership of Primary 
Care Services in New Zealand: Weighing the Arguments. International Journal 
of Health Services, 34(4), 709–727. https://doi.org/10.2190/FMJW-R4R9-
C4R1-W8RJ 
Crotty, F., Watson, R., & Lim, W. K. (2020). Nursing homes: the titanic of cruise 
ships – will residential aged care facilities survive the coronavirus disease 




Dahlgren, G., & Whitehead, M. (2006). Levelling up (part 2) : a discussion paper on 
European strategies for tackling social inequities in health. 
https://apps.who.int/iris/handle/10665/107791 
De Bellis, A. (2006). Behind Open Doors: A Construct of Nursing Practice in an 
Australian Residential Aged Care Facility. Flinders University. 
Donaldson, M. (2014). Devolution and dentistry in Northern Ireland. Faculty Dental 
Journal, 5(3), 106–109. 
Duckett, S., Cowgill, M., & Swerissen, H. (2019). Filling the gap: A universal dental 
scheme for Australia. https://grattan.edu.au/wp-
content/uploads/2019/03/915-Filling-the-gap-A-universal-dental-scheme-
for-Australia.pdf 
Dye, B. A. (2012). Global periodontal disease epidemiology. Periodontology 2000, 
58(1), 10–25. https://doi.org/10.1111/j.1600-0757.2011.00413.x 
Eisenstadt, E. S. (2010). Dysphagia and aspiration pneumonia in older adults. 
Journal of the American Academy of Nurse Practitioners, 22(1), 17–22. 
https://doi.org/10.1111/j.1745-7599.2009.00470.x 
El-Solh, A. A. (2011). Association Between Pneumonia and Oral Care in Nursing 
Home Residents. Lung, 189(3), 173. https://doi.org/10.1007/s00408-011-
9297-0 
Emami, E., de Souza, R., Kabawat, M., & Feine, J. S. (2013). The Impact of Edentulism 
on Oral and General Health. International Journal of Dentistry, 2013, 498305. 
https://doi.org/10.1155/2013/498305 
Employment New Zealand. (2019). Hours of work. Employment New Zealand. 
https://www.employment.govt.nz/hours-and-wages/hours-of-work/ 
Fleming, Z. (2020, August 3). Revealed: The dental funding proposals the 
Government wanted to keep secret. Newshub. 
https://www.newshub.co.nz/home/politics/2020/08/revealed-the-dental-
funding-proposals-the-government-wanted-to-keep-secret.html 
Flood, F. (2020). Silver Tsunami of Retirement: Implications for Consideration. In 
A. Farazmand (Ed.), Global Encyclopedia of Public Administration, Public Policy, 
and Governance (pp. 1–8). Springer International Publishing. 
https://doi.org/10.1007/978-3-319-31816-5_3995-1 
Foltyn, P. (2015). Ageing, dementia and oral health. Australian Dental Journal, 60 
Suppl 1, 86–94. https://doi.org/10.1111/adj.12287 
Foltyn, P. (2019). Royal Commission into Aged Care Quality and Safety: Statement of 
Dr Peter Foltyn. https://agedcare.royalcommission.gov.au/system/files/2020-
06/WIT.0121.0001.0001.pdf 
Fooks, G. J., & Gilmore, A. B. (2013). Corporate Philanthropy, Political Influence, 




Ford, P. J., Raphael, S. L., Cullinan, M. P., Jenkins, A. J., West, M. J., & Seymour, G. J. 
(2010). Why should a doctor be interested in oral disease? Expert Review of 
Cardiovascular Therapy, 8(10), 1483–1493. 
https://doi.org/10.1586/erc.10.109 
Fricker, A., & Lewis, A. (2009). Better Oral Health in Residential Care: Final Report. 
https://www.sahealth.sa.gov.au/wps/wcm/connect/32902a8043506b6a91b
ef32835153af6/SADS-BOHP-Fin-Report-Nov-09.pdf 
Frydrych, A. M. (2016). Dry mouth: Xerostomia and salivary gland hypofunction. 
Australian Family Physician, 45(7), 488–492. 
Fuster, V., Kelly, B. B., & Vedanthan, R. (2011). Global Cardiovascular Health: 
Urgent Need for an Intersectoral Approach. Journal of the American College of 
Cardiology, 58(12), 1208–1210. 
https://doi.org/https://doi.org/10.1016/j.jacc.2011.05.038 
Gati, D., & Vieira, A. R. (2011). Elderly at Greater Risk for Root Caries: A Look at the 
Multifactorial Risks with Emphasis on Genetics Susceptibility. International 
Journal of Dentistry, 2011, 647168. https://doi.org/10.1155/2011/647168 
Gerdin, E. W., Einarson, S., Jonsson, M., Aronsson, K., & Johansson, I. (2005). Impact 
of dry mouth conditions on oral health-related quality of life in older people. 
Gerodontology, 22(4), 219–226. https://doi.org/10.1111/j.1741-
2358.2005.00087.x 
Gil-Montoya, J. A., Sanchez-Lara, I., Carnero-Pardo, C., Fornieles-Rubio, F., Montes, 
J., Barrios, R., Gonzalez-Moles, M. A., & Bravo, M. (2017). Oral Hygiene in the 
Elderly with Different Degrees of Cognitive Impairment and Dementia. Journal 
of the American Geriatrics Society, 65(3), 642–647. 
https://doi.org/10.1111/jgs.14697 
Grant Thornton. (2010). Aged Residential Care Service Review. 
https://www.grantthornton.co.nz/insights/aged-residential-care-service-
review/ 
Grbic, D. (2010). Social and Cultural Meanings of Tolerance: Immigration, 
Incorporation and Identity in Aotearoa, New Zealand. Journal of Ethnic and 
Migration Studies, 36(1), 125–148. 
Green, J., & Thorogood, N. (2014). Qualitative methods for health research (Third). 
SAGE. 
Grey Power. (2010). A Report into Aged Care: What does the future hold for older 
New Zealanders? https://www.mentalhealth.org.nz/assets/Dig-deeper/A-
report-into-Aged-care.pdf 
Guay, A. H. (2005). Improving access to dental care for vulnerable elders. Journal of 
Dental Education, 69(9), 1045–1048. 
Guest, G., Namey, E., Taylor, J., Eley, N., & McKenna, K. (2017). Comparing focus 
groups and individual interviews: findings from a randomized study. 




Gwatkin, D. R., & Ergo, A. (2011). Universal health coverage: friend or foe of health 
equity? The Lancet, 377(9784), 2160–2161. 
https://doi.org/https://doi.org/10.1016/S0140-6736(10)62058-2 
Hamilton City Council. (2013). Hamilton City Council: 28 November 2013 meeting. 
https://www.hamilton.govt.nz/AgendasAndMinutes/ORDINARY COUNCIL 
MEETING 28 NOVEMBER 2013 PART 1 OF 4.pdf 
Hankivsky, O., & Jordan-Zachery, J. S. (2019). Introduction: Bringing 
Intersectionality to Public Policy. In O. Hankivsky & J. S. Jordan-Zachery (Eds.), 
The Palgrave Handbook of Intersectionality in Public Policy. Palgrave. 
Harrison, C. A., & Taren, D. (2018). How poverty affects diet to shape the microbiota 
and chronic disease. 18, 279–287. 
Health and Disability System Review. (2020). Health and Disability System Review – 
Final Report – Pūrongo Whakamutunga. 
https://systemreview.health.govt.nz/final-report/ 
Hearn, L., & Slack-Smith, L. (2015). Oral health care in residential aged care 
services: barriers to engaging health-care providers. Australian Journal of 
Primary Health, 21, 148–156. https://doi.org/10.1071/PY14029 
Heilmann, A., Tsakos, G., & Watt, R. G. (2015). Oral health over the life course. In C. 
Burton-Jeangros & et al. (Eds.), A life course perspective on health trajectories 
and transitions. Life Course Research and Social Policies, 4. 
Heppenstall, C, Wilkinson, T J, Hanger, H C, Keeling, S (2009) Frailty: dominos or 
deliberation? New Zealand Medical Journal, 122 (1299), 42-53. 
Holm-Pedersen, P., Schultz-Larsen, K., Christiansen, N., & Avlund, K. (2008). Tooth 
Loss and Subsequent Disability and Mortality in Old Age. Journal of the 
American Geriatrics Society, 56(3), 429–435. https://doi.org/10.1111/j.1532-
5415.2007.01602.x 
Holmlund, A., Lampa, E., & Lind, L. (2017). Oral health and cardiovascular disease 
risk in a cohort of periodontitis patients. Atherosclerosis, 262, 101–106. 
https://doi.org/https://doi.org/10.1016/j.atherosclerosis.2017.05.009 
Hopcraft, M. S., Milford, E., Yapp, K., Yujin, L., Tan, V., Goh, L., Cheng, C. L., & Tung, P. 
(2010). Factors associated with the recruitment and retention of dentists in 
the public sector. Journal of Public Health Dentistry, 70(2), 131–139. 
https://doi.org/10.1111/j.1752-7325.2009.00153x 
Hopcraft, M. S., Morgan, M. V, Satur, J. G., & Wright, F. A. C. (2008). Dental service 
provision in Victorian residential aged care facilities. Australian Dental 
Journal, 53, 239–245. 
Ibrahim, H., Lyons, K. M., Armfield, J. M., & Thomson, W. M. (2017). Performance of 
the Index of Dental Anxiety and Fear in a population-based sample of adults. 
Australian Dental Journall, 62(4), 478–484. 
https://doi.org/10.1111/adj.12541 
Ibrahim, J. E., & Davis, M.-C. (2013). Policy and Practices Updates: Impediments to 
136 
 
applying the ‘dignity of risk’ principle in residential aged care services. 
Australasian Journal on Ageing, 32(3), 188–193. 
https://doi.org/10.1111/ajag.12014 
Immigration New Zealand. (n.d.). Paying for healthcare services. Immigration New 
Zealand. Retrieved June 30, 2020, from 
https://www.newzealandnow.govt.nz/living-in-nz/healthcare/paying-for-
healthcare-services 
International Labour Organization. (2020). ILO Monitor: COVID-19 and the world of 
work. Second edition. https://www.ilo.org/wcmsp5/groups/public/---
dgreports/---dcomm/documents/briefingnote/wcms_740877.pdf 
Inuit Tapiriit Kanatami. (2013). Healthy Teeth, Healthy Lives: Inuit Oral Health 
Action Plan 2013. https://www.itk.ca/healthy-teeth-health-lives/ 
Irish Dental Association. (2016). Submission by the Irish Dental Association to the 
Oireachtas Committee on the Future of Healthcare. 
https://www.dentist.ie/latest-news/ida-submission-to-the-oireachtas-
committee-on-the-future-of-healthcare.6868.html 
Irish Dental Association. (2018). Towards a Vision for Oral Health in Ireland. 
https://www.dentist.ie/_fileupload/Events/2018/IDA_TaskForceReport_web.
pdf 
James, B. (2019). Talking about renting and ageing in place: interviews with older 
renters in New Zealand. https://renting.goodhomes.co.nz/wp-
content/uploads/2019/12/Older-renters-dec-2019-final-report.pdf 
James, B., & Saville-Smith, N. (2018). Tenure insecurity and exclusion: older people 
in New Zealand’s rental market. Building Better Homes, Towns and Cities, 17. 
Jatrana, S., & Crampton, P. (2020). Do financial barriers to access to primary health 
care increase the risk of poor health? Longitudinal evidence from New 
Zealand. Social Science & Medicine, 113255. 
https://doi.org/https://doi.org/10.1016/j.socscimed.2020.113255 
Judge, K., & Paterson, I. (2001). Poverty, Income Inequality and Health (01/29). 
https://www.treasury.govt.nz/publications/wp/poverty-income-inequality-
and-health-wp-01-29-html 
Kai Tiaki Nursing New Zealand. (2017). Elder abuse ‘rampant’ in New Zealand. Kai 
Tiaki Nursing New Zealand, 23(10), 8. 
Kaneoka, A., Pisegna, J. M., Miloro, K. V, Lo, M., Saito, H., Riquelme, L. F., LaValley, M. 
P., & Langmore, S. E. (2015). Prevention of Healthcare-Associated Pneumonia 
with Oral Care in Individuals Without Mechanical Ventilation: A Systematic 
Review and Meta-Analysis of Randomized Controlled Trials. Infection Control 
&#x0026; Hospital Epidemiology, 36(8), 899–906. https://doi.org/DOI: 
10.1017/ice.2015.77 
Kato, T., Abrahamsson, I., Wide, U., & Hakeberg, M. (2018). Periodontal disease 
among older people and its impact on oral health-related quality of life. 
Gerodontology, 35(4), 382–390. https://doi.org/10.1111/ger.12363 
137 
 
Kaye, E. K., Valencia, A., Baba, N., Spiro, A., Dietrich, T., & Garcia, R. I. (2010). Tooth 
Loss and Periodontal Disease Predict Poor Cognitive Function in Older Men. 
Journal of the American Geriatrics Society, 58(4), 713–718. 
https://doi.org/10.1111/j.1532-5415.2010.02788.x 
Kelsen, A. E., Thomson, W. M., & Love, R. M. (2016). Oral health protocols in care 
facilities for older people in New Zealand. New Zealand Dental Journal, 88–95. 
Kennedy, C. (2014). Oral health needs of older persons: Review of the literature. 
https://assets.gov.ie/9601/e15ccc1acb2a44a29754c941277c860a.pdf 
Kikutani, T., Tamura, F., Tashiro, H., Yoshida, M., Konishi, K., & Hamada, R. (2015). 
Relationship between oral bacteria count and pneumonia onset in elderly 
nursing home residents. Geriatrics & Gerontology International, 15(4), 417–
421. 
Krausch-Hofmann, S., Bogaerts, K., Hofmann, M., de Almeida Mello, J., Moreira, N. C. 
F., Lesaffre, E., Declerck, D., Declercq, A., & Duyck, J. (2015). Missing Oral 
Health-Related Data in the interRAI-HC - Associations with Selected Variables 
of General Health and the Effect of Multiple Imputation on the Relationship 
between Oral and General Health. PLOS ONE. 
https://doi.org/10.1371/journal.pone.0146065 
Krausch-Hofmann, S., de Almeida Mello, J., Declerck, D., Declercq, A., de Lepeleire, J., 
Trung, D. T., Lesaffre, E., & Duyck, J. (2019). The oral health-related section of 
the interRAI: Evaluation of test content validity by expert rating and 
assessment of potential reasons for inaccurate assessments based on focus 
group discussions with caregivers. Gerodontology, 36(4), 382–394. 
https://doi.org/10.1111/ger.12421 
Lima, D. L. F., Carneiro, S. D. R. M., Barbosa, F. T. d S., Saintrain, M. V. d L., Moizan, J. 
A. H., & Doucet, J. (2017). Salivary flow and xerostomia in older patients with 
type 2 diabetes mellitus. PLOS ONE, 12(8), e0180891-. 
https://doi.org/10.1371/journal.pone.0180891 
Lindbloom, E., Brandt, J., Hough, L., & Meadows, S. (2007). Elder Mistreatment in 
the Nursing Home: A Systematic Review. Journal of the American Medical 
Directors Association, 8, 610–616. 
https://doi.org/10.1016/j.jamda.2007.09.001 
Ling, G. Y. (2011). Oral health of older people admitted to hospital for assessment. 
University of Otago. 
Living Wage. (2017). $20.20 vision: the new Living Wage rate for 2017. Living Wage. 
https://www.livingwage.org.nz/2017_living_wage_rate_20_20 
Llewellyn, R. (2015). Activism for health: An ethical obligation of public health 
practice. University of Otago. 
Loeb, M. B., Becker, M., Eady, A., & Walker-Dilks, C. (2003). Interventions to 
Prevent Aspiration Pneumonia in Older Adults: A Systematic Review. Journal 




Macpherson, L. (2016). National Population Projections: 2016(base)–2068. 
Statistics New Zealand. 
http://archive.stats.govt.nz/browse_for_stats/population/estimates_and_proj
ections/NationalPopulationProjections_HOTP2016.aspx 
Maples, A., & Yong, S. (2019). The Tax Working Group and Capital Gains Tax in New 
Zealand - A Missed Opportunity? Journal of Australian Taxation, 21(2), 66–85. 
Marriott, L., & Sim, D. (2015). Indicators of Inequality for Māori and Pacific People. 
The Journal of New Zealand Studies, 20. 
https://doi.org/10.26686/jnzs.v0i20.3876 
Marx, K., & Engels, F. (2015). The Communist manifesto. Penguin Books. 
McGrath, C., & Bedi, R. (2002). Influences of social support on the oral health of 
older people in Britain. Journal of Oral Rehabilitation, 29, 918–922. 
Miegel, K., & Wachtel, T. (2009). Improving the oral health of older people in long-
term residential care: a review of the literature. International Journal of Older 
People Nursing, 4(2), 97–113. https://doi.org/10.1111/j.1748-
3743.2008.00150.x 
Ministry of Health. (2006). Good Oral Health for All, for Life: The Strategic Vision for 
Oral Health in New Zealand. https://www.health.govt.nz/publication/good-
oral-health-all-life 
Ministry of Health. (2010). Our Oral Health: Key findings of the 2009 New Zealand 
Oral Health Survey. https://www.health.govt.nz/publication/our-oral-health-
key-findings-2009-new-zealand-oral-health-survey 
Ministry of Health. (2018a). Cardiovascular Disease Risk Assessment and 
Management for Primary Care. 
https://www.health.govt.nz/publication/cardiovascular-disease-risk-
assessment-and-management-primary-care 
Ministry of Health. (2018b). Health report: Adult Dental Care & Oral Health Issues. 
(Not published.) 
Ministry of Health. (2019a). Proposed legislative changes: decision-making on the 




Ministry of Health. (2019b). Publicly funded dental care. 
https://www.health.govt.nz/your-health/services-and-support/health-care-
services/visiting-dentist/publicly-funded-dental-care 
Ministry of Health. (2020). Pay equity settlement - information for employees. 
Ministry of Health. https://www.health.govt.nz/new-zealand-health-
system/pay-equity-settlements/care-and-support-workers-pay-equity-
settlement/pay-equity-settlement-information-employees 
Ministry of Health. (2021) NZS 8134:2021: New Zealand Standard: Ngā paerewa 
139 
 
Health and disability services standard. 
https://www.standards.govt.nz/shop/nzs-81342021/ 
Miura, H., Yamasaki, K., Morizaki, N., Moriya, S., & Sumi, Y. (2010). Factors 
influencing oral health-related quality of life (OHRQoL) among the frail elderly 
residing in the community with their family. Archives of Gerontology and 
Geriatrics, 51(3), e62–e65. 
https://doi.org/https://doi.org/10.1016/j.archger.2009.12.003 
Mkandawire, T. (2005). Targeting and Universalism in Poverty Reduction. United 
Nations Research Institute for Social Development, Social Policy and 
Development Programme Paper Number 23. 
https://digitallibrary.un.org/record/565413 
Mohammed, H. S. (2019). Oral Health of Older People. University of Otago. 
Moir, J. (2020, September 29). Labour to pledge increase in emergency dental grant 
from $300 to $1000. Radio New Zealand. 
https://www.rnz.co.nz/news/political/427138/labour-to-pledge-increase-in-
emergency-dental-grant-from-300-to-1000 
Moore, T. G. (2008). Rethinking universal and targeted services, Centre for 
Community Child Health, Working Paper 2. Parkville, Victoria. 
Morgaine, K. (2015). Addressing Oral Health Inequalities at the Population Level. 
Keeping Up To Date, 40, 1–4. 
Morris, J. (1991). Pride against prejudice: transforming attitudes to disability. New 
Society. 
Mouradian, W. E., & Corbin, S. B. (2003). Addressing Health Disparities Through 
Dental-Medical Collaborations, Part II. Cross-Cutting Themes in the Care of 
Special Populations. Journal of Dental Education, 67(12), 1320–1326. 
Müller, F., Shimazaki, Y., Kahabuka, F., & Schimmel, M. (2017). Oral health for an 
ageing population: the importance of a natural dentition in older adults. 
International Dental Journal, 67(S2), 7–13. https://doi.org/10.1111/idj.12329 
Münzenmayer, M. A., Mariño, R., & Hsueh, A. (2018). Cost-effectiveness of 
professional oral health care in Australian residential aged care facilities. 
Gerodontology, 37, 107–117. 
Nash, D. A., Friedman, J. W., Mathu-Muju, K. R., Robinson, P. G., Satur, J., Moffat, S., 
Kardos, R., Lo, E. C. M., Wong, A. H. H., Jaafar, N., van den Heuvel, J., 
Phantumvanit, P., Chu, E. O., Naidu, R., Naidoo, L., McKenzie, I., & Fernando, E. 
(2012). A Review of the Global Literature on Dental Therapists. 
https://www.nationaloralhealthconference.com/docs/presentations/2012/0
5-01/David Nash.pdf 
National Advisory Council on Dental Health. (2012). Report of the National Advisory 





National Institute for Health and Care Excellence. (2016). Oral health for adults in 
care homes: NICE guideline [NG48]. National Institute for Health and Care 
Excellence. https://www.nice.org.uk/guidance/ng48 
New Zealand Aged Care Association. (2018a). Aged Residential Care industry profile 
2017-18. https://www.nzaca.org.nz/assets/Uploads/1f049406b8/ARC-
Industry-Profile-2017-18.pdf 
New Zealand Aged Care Association. (2018b). Caring for our older Kiwis. 
https://nzaca.org.nz/advocacy-and-policy/caring-for-our-older-kiwis/ 
New Zealand Cancer Society. (2018). Oral cancer. New Zealand Cancer Society. 
https://auckland-northland.cancernz.org.nz/cancer-information/cancer-
types/head-and-neck-cancers/oral-cancer/ 
New Zealand Dental Association. (2014). NZDA Position Statement: Oral Health 
Services for Dependent Older people. 
https://www.nzda.org.nz/assets/files/Standards__Guidelines/Position_State
ments/Position_Statement_OHSDOP.pdf 




New Zealand Government. (n.d.). SuperGold Card. https://www.supergold.govt.nz/ 
New Zealand Productivity Commission. (2015). More effective social services: Draft 
report: Appendix E: Home-based support for older people. 
https://www.productivity.govt.nz/assets/Documents/f9c0f69460/Appendix-
E-Home-based-support-for-older-people.pdf 
O’Connor, T. (2017). Equal pay at last. Kai Tiaki Nursing New Zealand, 23(4), 11. 
Office for Seniors. (2015). Measuring Elder Abuse in New Zealand: Findings from the 
New Zealand Longitudinal Study of Ageing (NZLSA). 
https://www.superseniors.msd.govt.nz/documents/elder-abuse-technical-
report.pdf 
Office for Seniors. (2019). Better Later Life - He Oranga Kaumātua 2019-2034. 
https://superseniors.msd.govt.nz/about-superseniors/ageing-
population/better-later-life-report/index.html 
Ogundeji, Y. K., Quinn, A., Lunney, M., Chong, C., Chew, D., Danso, G., Duggan, S., 
Edwards, A., Hopkins, G., Senior, P., Sumner, G., Williams, J., & Manns, B. 
(2021). Factors that influence specialist physician preferences for fee-for-
service and salary-based payment models: A qualitative study. Health Pol. 
https://doi.org/10.1016.j.healthpol.2020.12.014 
Okamoto, N., Tomioka, K., Saeki, K., Iwamoto, J., Morikawa, M., Harano, A., & 
Kurumatani, N. (2012). Relationship Between Swallowing Problems and 
Tooth Loss in Community-Dwelling Independent Elderly Adults: The 




Pássaro, L., Harbarth, S., & Landelle, C. (2016). Prevention of hospital-acquired 
pneumonia in non-ventilated adult patients: a narrative review. Antimicrobial 
Resistance & Infection Control, 5(1), 43. https://doi.org/10.1186/s13756-016-
0150-3 
Patel, N. P., Grandner, M. A., Xie, D., Branas, C. C., & Gooneratne, N. (2010). “Sleep 
disparity” in the population: poor sleep quality is strongly associated with 
poverty and ethnicity. BMC Public Health, 10(1), 475. 
https://doi.org/10.1186/1471-2458-10-475 
Pearson, N. K., Gibson, B. J., Davis, D. M., Gelbier, S., & Robinson, P. G. (2007). The 
effect of a domiciliary denture service on oral health related quality of life: a 
randomised controlled trial. British Dental Journal, 203. 
https://doi.org/10.1038/bdj.2007.569 
Persson, R. E., & Persson, G. R. (2005). The Elderly at Risk for Periodontitis and 
Systemic Diseases. Dental Clinics, 49(2), 279–292. 
https://doi.org/10.1016/j.cden.2004.10.006 
Petersen, P., Bourgeois, D., Ogawa, H., Estupinan-Day, S., & Ndiaye, C. (2005). The 
Global Burden of Oral Diseases and Risks to Oral Health. Bulletin of the World 
Health Organization, 83, 661–669. https://doi.org/10.1590/S0042-
96862005000900011 
Pihlstrom, B. L., Michalowicz, B. S., & Johnson, N. W. (2005). Periodontal diseases. 
The Lancet, 366(9499), 1809–1820. 
https://doi.org/https://doi.org/10.1016/S0140-6736(05)67728-8 
Poulton, R., Waldie, K. E., Thomson, W. M., & Locker, D. (2001). Determinants of 
early- vs late-onset dental fear in a longitudinal-epidemiological study. 
Behaviour Research and Therapy, 39, 777–785. 
Pretty, I. A., Ellwood, R. P., Lo, E. C. M., MacEntee, M. I., Muller, F., Rooney, E., 
Thomson, W. M., Van der Putten, G.-J., Ghezzi, E. M., Walls, A., & Wolff, M. S. 
(2014). The Seattle Care Pathway for securing oral health in older patients. 
Gerodontology, 31, 77–87. 10.1111/ger.12098 
Public Health Association of New Zealand. (2012). Code of Ethical Principles for 
Public Health in Aotearoa New Zealand. https://www.pha.org.nz/ 
Public Health England. (2018). Commissioning better oral health for vulnerable 
older people: An evidence-informed toolkit for local authorities. 
http://allcatsrgrey.org.uk/wp/wpfb-file/cboh_vop_v16_final_wo_links-pdf/ 
QualityWatch. (2017). Root causes: Quality and inequality in dental health. 
https://www.nuffieldtrust.org.uk/research/root-causes-quality-and-
inequality-in-dental-health 
Race Equality Foundation. (2013). Oral health and access to dental services for 
people from black and minority ethnic groups. 
http://raceequalityfoundation.org.uk/wp-
content/uploads/2018/03/health_briefing_29-1_0.pdf 
Radermacher, H., Feldman, S., & Browning, C. (2008). Review of literature 
142 
 
concerning the delivery of community aged care services to ethnic groups. 
Ethnic Communities' Council of Victoria. 
Radermacher, H., Feldman, S., & Browning, C. (2009). Mainstream versus ethno-
specific community aged care services: It’s not an ‘either or.’ Australasian 
Journal on Ageing, 28, 58–63. https://doi.org/10.1111/j.1741-
6612.2008.00342.x 
Reid, J., Taylor-Moore, K., & Varona, G. (2014). Towards a Social-Structural Model 
for Understanding Current Disparities in Maori Health and Well-Being. Journal 
of Loss and Trauma, 19(6), 514–536. 
https://doi.org/10.1080/15325024.2013.809295 
Roberts-Thomson, K. F., Spencer, A. J., & Jamieson, L. M. (2008). Oral health of 
Aboriginal and Torres Strait Islander Australians. Medical Journal of Australia, 
188(10), 592–593. https://doi.org/10.5694/j.1326-5377.2008.tb01798.x 
Robson, B., Koopu, P., Gilmour, J., Rameka, R., Stuart, K., Simmonds, S., Purdie, G., 
Davies, C., & Paine, S.-J. (2011). Oranga Waha – Oral Health Research Priorities 
for Māori: low-income adults, kaumātua, and Māori with disabilities, special 
needs and chronic health conditions. Wellington: Te Rōpū Rangahau Hauora A 
Eru Pōmare. 
Royal College of Surgeons. (2017). Improving older people’s oral health. 
https://www.rcseng.ac.uk/-/media/files/rcs/fds/media-gov/fds-improving-
older-peoples-oral-health-2017.pdf 
Royal Commission into Aged Care Quality and Safety. (2019). Interim Report: 
Neglect: Volume 1. 
https://agedcare.royalcommission.gov.au/publications/interim-report 
Ryan, F., Coughlan, M., & Cronin, P. (2009). Interviewing in qualitative research: 
The one-to-one interview. International Journal of Therapy and Rehabilitation, 
16(6), 309–314. https://doi.org/10.12968/ijtr.2009.16.6.42433 
Sánchez-García, S., Reyes-Morales, H., Juárez-Cedillo, T., Espinel-Bermúdez, C., 
Solórzano-Santos, F., & García-Peña, C. (2010). A prediction model for root 
caries in an elderly population. Community Dentistry and Oral Epidemiology, 
39(1), 44–52. https://doi.org/10.1111/j.1600-0528.2010.00569.x 
Sanders, A. E., Slade, G. D., Turrell, G., Spencer, A. J., & Marcenes, W. (2006). The 
shape of the socioeconomic– oral health gradient: implications for theoretical 
explanations. Community Dentistry and Oral Epidemiology, 34, 310–319. 
Satherley, D. (2020). NZ Election 2020: Labour rules out free dental care for adults, 




Schmidt, A., & Moffat, S. (2011). Dental care - Dental nurses to dental therapists. Te 




Scott, N. (2018). Anarchism and Health. Cambridge Quarterly of Healthcare Ethics2, 
27(2), 217–227. https://doi.org/10.1017.S0963180117000561 
Scottish Government. (2018). Oral Health Improvement Plan. 
http://www.scottishdental.org/wp-content/uploads/2018/01/Oral-Health-
Improvement-plan-.pdf 
Selwitz, R. H., Ismail, A. I., & Pitts, N. B. (2007). Dental caries. The Lancet, 
369(9555), 51–59. https://doi.org/https://doi.org/10.1016/S0140-
6736(07)60031-2 
Sheehan, A., McGarrigle, C., & O’Connell, B. (2017). Oral health and wellbeing in 
older Irish adults. 
https://tilda.tcd.ie/publications/reports/pdf/Report_OralHealth.pdf 
Siegel, E., Cations, M., Wright, C., Naganathan, V., Deutsch, A., Aerts, L., & Brodaty, H. 
(2017). Interventions to Improve the Oral Health of People with Dementia or 
Cognitive Impairment: A Review of the Literature. The Journal of Nutrition, 
Health & Aging, 21(8), 874–886. https://doi.org/10.1007/s12603-016-0851-6 
Singhrao, S. K., Harding, A., Poole, S., Kesavalu, L., & Crean, S. (2015). 
Porphyromonas gingivalis Periodontal Infection and Its Putative Links with 
Alzheimer’s Disease. Mediators of Inflammation, 2015. 
https://doi.org/10.1155/2015/137357 
Sjögren, P., Nilsson, E., Forsell, M., Johansson, O., & Hoogstraate, J. (2008). A 
Systematic Review of the Preventive Effect of Oral Hygiene on Pneumonia and 
Respiratory Tract Infection in Elderly People in Hospitals and Nursing Homes: 
Effect Estimates and Methodological Quality of Randomized Controlled Trials. 
Journal of the American Geriatrics Society, 56(11), 2124–2130. 
https://doi.org/10.1111/j.1532-5415.2008.01926.x 
Slade, G. D., Spencer, A. J., & Roberts-Thomson, K. (1996). Tooth loss and chewing 
capacity among older adults in Adelaide. Australian and New Zealand Journal 
of Public Health, 20(1), 76–82. 
https://www.ncbi.nlm.nih.gov/pubmed/8799072 
Smith, L. A., Smith, M., & Thomson, W. M. (2020). Barriers and enablers for dental 
care among dentate home-based older New Zealanders who receive living 
support. Gerodontology, 37, 244–252. https://doi.org/10.1111/ger.12464 
Smith, M. (2010). Oral health and well-being of older adults in residential aged-
care facilities: Issues for public health policy. New Zealand Dental Journal, 106, 
67–73. 
Smith, M. B. (2016). Does the sport-related food environment support children’s right 
to health? University of Otago. 
Smith, M. B., & Thomson, W. M. (2017). ‘Not on the radar’: dentists’ perspectives on 
the oral health care of dependent older people. Gerodontology, 34(1), 90–100. 
https://doi.org/doi:10.1111/ger.12227 
Smith, M., Ferguson, C. A., & Thomson, W. M. (2019). Public sector oral health 
service provision for high needs and vulnerable New Zealanders. Wellington and 
144 
 
Dunedin: Health Promotion and Policy Research Unit, University of Otago, 
Wellington and Sir John Walsh Research Institute, University of Otago, 
Dunedin. 
Sofaer, S. (2002). Qualitative research methods. International Journal for Quality in 
Health Care, 14(4), 329–336. https://doi.org/10.1093/intqhc/14.4.329 





Statistics New Zealand. (2015). 2013 Census QuickStats about people aged 65 and 
over. https://www.stats.govt.nz/reports/2013-census-quickstats-about-
people-aged-65-and-over 
Statistics New Zealand. (2020). Household income and housing-cost statistics: Year 
ended June 2019. https://www.stats.govt.nz/information-releases/household-
income-and-housing-cost-statistics-year-ended-june-2019 
Steele, J., & Hackett, E. (2013). A vision for improved oral health in Ireland: Outcome 
from the First National Oral Health Forum November 21, 2013. 
Stephenson, M. H. G., Sweetapple, K. M., & Thomson, W. M. (2018). Oral Health 
Knowledge and Attitudes Among Care Facility Staff Caring for Older People. 
New Zealand Dental Journal, 114(1), 4–12. 
Stuber, J., Meyer, I., & Link, B. (2008). Stigma, prejudice, discrimination and health. 
Social Science & Medicine (1982), 67(3), 351–357. 
https://doi.org/10.1016/j.socscimed.2008.03.023 
Sweeney, M. P., Manton, S., Kennedy, C., Macpherson, L. M. D., & Turner, S. (2007). 
Provision of domiciliary dental care by Scottish dentists: a national survey. 
British Dental Journal, 202. https://doi.org/10.1038/bdj.2007.79 
Talib, N., Onikul, R., Filardi, D., Simon, S., & Sharma, V. (2010). Effective Educational 
Instruction in Preventive Oral Health: Hands-on Training Versus Web-Based 
Training. Pediatrics2, 125(3), 547–553. https://doi.org/10.1542/peds.2009-
0470 
Tannahill, A. (2008). Beyond evidence--to ethics: a decision-making framework for 
health promotion, public health and health improvement. Health Promotion 
International, 23(4), 380–390. https://doi.org/10.1093/heapro/dan032 
Taylor, S. (2004, March 1). The Right Not to Work: Power and Disability. Monthly 
Review, 55, 20. https://doi.org/10.14452/MR-055-10-2004-03_2 
The First Nations Information Governance Centre. (2012). The First Nations 
Information Governance Centre. Report on the Findings of the First Nations Oral 





The Health and Social Care Information Centre. (2011). Adult Dental Health Survey 
2009 - Summary report and thematic series. https://digital.nhs.uk/data-and-
information/publications/statistical/adult-dental-health-survey/adult-
dental-health-survey-2009-summary-report-and-thematic-series 
Thompson, B., Cooney, P., Lawrence, H., Ravaghi, V., & Quiñonez, C. (2014). The 
potential oral health impact of cost barriers to dental care: findings from a 
Canadian population-based study. BMC Oral Health, 14(78). 
Thomson, W. M. (2004). Dental caries experience in older people over time: what 
can the large cohort studies tell us? British Dental Journal, 196, 89–92. 
Thomson, W. M. (2012). Monitoring Edentulism in Older New Zealand Adults over 
Two Decades: A Review and Commentary. International Journal of Dentistry. 
https://doi.org/10.1155/2012/375407 
Thomson, W. M. (2014). Epidemiology of oral health conditions in older people. 
Gerodontology, 31 Suppl 1, 9–16. https://doi.org/10.1111/ger.12085 
Thomson, W. M. (2015). Dry mouth and older people. Australian Dental Journal, 
60(S1), 54–63. https://doi.org/10.1111/adj.12284 
Thomson, W. M., Ferguson, C., Janssens, B. E., Kerse, N. M., Ting, G. S., & Smith, M. B. 
(2020). Xerostomia and polypharmacy among dependent older New 
Zealanders: a national survey. Age and Ageing. 
https://doi.org/10.1093/ageing/afaa099 
Turner, M. D., & Ship, J. A. (2007). Dry Mouth and Its Effects on the Oral Health of 
Elderly People. The Journal of the American Dental Association, 138, S15–S20. 
https://doi.org/https://doi.org/10.14219/jada.archive.2007.0358 
Turner, N., Donoghue, O., & Kenny, R. A. (2018). Wellbeing and Health in Ireland’s 
over 50s 2009-2016. https://www.lenus.ie/handle/10147/623945 
van Kuijk, M., Smith, M. B., Ferguson, C. A., Kerse, N. M., Teh, R., Gribben, B., & 
Thomson, W. M. (2020). Dentition and nutritional status of aged New 
Zealanders living in aged residential care. Oral Diseases, 1–8. 
https://doi.org/10.1111/odi.13536 
Veale, J., Byrne, J., Tan, K., Guy, S., Yee, A., Nopera, T., & Bentham, R. (2019). 
Counting Ourselves: The health and wellbeing of trans and non-binary people in 
Aotearoa New Zealand. www.countingourselves.nz 
Walsh, L. J. (2017). Minimal intervention management of the older patient. British 
Dental Journal, 223(3), 151–161. https://doi.org/10.1038/sj.bdj.2017.660 
Whelton, H., Kelleher, V., Crowley, T., Woods, N., Stephenson, I., & Ormsby, M. 
(2009). Evidence-Based Options for an Oral Health Policy for Older People. 
https://www.lenus.ie/handle/10147/119009 
Whyman, R., Mahoney, E., Morrison, D., & Stanley, J. (2014). Potentially preventable 
admissions to New Zealand public hospitals for dental care: a 20-year review. 





Wilder, R. S., O’Donnell, J., Barry, J. M., Galli, D. M., Hakim, F. F., Holyfield, L. J., & 
Robbins, M. R. (2008). Is Dentistry at Risk? A Case for Interprofessional 
Education. Journal of Dental Education, 72(11), 1231–1237. 
Wiles, J., Leibing, A., Guberman, N., Reeve, J., & Allen, R. (2012). The Meaning of 
“Aging in Place” to Older People. The Gerontologist, 52(3), 357–366. 
Woods, M., Phibbs, S., & Severinsen, C. (2017). ‘When morals and markets collide’: 
Challenges to an Ethic of Care in Aged Residential Care. Ethics and Social 
Welfare, 11(4), 365–381. https://doi.org/10.1080/17496535.2017.1287210 
Woods, N., Ahern, S., Burke, F., Eaton, K. A., & Widström, E. (2017). The healthcare 
system and the provision of oral healthcare in European Union member states. 
Part 7: Republic of Ireland. Bdj, 222, 541. 
https://doi.org/10.1038/sj.bdj.2017.317 
Woolford, M. H., de Lacy-Vawdon, C., Bugeja, L., Weller, C., & Ibrahim, J. E. (2020). 
Applying dignity of risk principles to improve quality of life for vulnerable 
persons. International Journal of Geriatric Psychiatry, 35, 122–130. 
https://doi.org/10.1002/gps.5228 
Work and Income New Zealand. (2019a). NZ Super and Veteran’s Pension payment 
rates. Work and Income New Zealand. 
https://www.workandincome.govt.nz/eligibility/seniors/superannuation/pa
yment-rates.html 
Work and Income New Zealand. (2019b). Residential Care Subsidy. Work and 
Income New Zealand. https://www.workandincome.govt.nz/products/a-z-
benefits/residential-care-subsidy.html 
Work and Income New Zealand. (2019c). WINZ Dental Treatment. 
https://www.workandincome.govt.nz/eligibility/health-and-
disability/dental-treatment.html#null 
World Health Organization. (2014). Making fair choices on the path to universal 
health coverage. Final report of the WHO Consultative Group on Equity and 
Universal Health Coverage. https://apps.who.int/iris/handle/10665/112671 
Wright-St Clair, V. A., Neville, S., Forsyth, V., White, L., & Napier, S. (2017). 
Integrative review of older adult loneliness and social isolation in 
Aotearoa/New Zealand. Australasian Journal on Ageing, 36, 114–123. 
https://doi.org/doi:10.1111/ajag.12379 









Search terms for literature review 
 
Older people Oral care Economics Strategy Canada 
Older person* Oral health Cost Policy Australia 
Older adult* Oral 
healthcare 
Cost analysis  New Zealand 
Geriatric Dental care Public* fund*  Ireland 




   














Manager, Academic Committees, Mr Gary Witte 
20 September 2019 
Ms M Smith 
Department of Public Health (Wgtn) 
University of Otago, Wellington 
University of Otago Medical School 
 
Dear Ms Smith, 
I am writing to confirm for you the status of your proposal entitled “The 
feasibility and acceptability of publicly funded oral health care for 
dependent older people”, which was originally received on September 9, 
2019. The Human Ethics Committee’s reference number for this proposal is 
D19/265. 
The above application was Category B and had therefore been considered 
within the Department or School. The outcome was subsequently reviewed 
by the University of Otago Human Ethics Committee. The outcome of that 
consideration was that the proposal was approved. 
Approval is for up to three years from the date of HOD approval. If this 
project has not been completed within three years of this date, re-approval 
must be requested. If the nature, consent, location, procedures or personnel 







Mr Gary Witte 
 
Manager, Academic Committees 
 








Thank you for showing an interest in this project. Please read this 
information sheet carefully before deciding whether or not to participate. 
If you decide to participate we thank you. If you decide not to take part 
there will be no disadvantage to you and we thank you for considering our 
request. 
Who is doing this study? 
This project is being conducted by researchers from the Department of 
Public Health, University of Otago, Wellington, and the Faculty of 
Dentistry, University of Otago, Dunedin. It also forms part of Anne 
Russell’s Masters in Public Health. 
What is the Aim of the Project? 
This project aims to explore the feasibility and acceptability to the aged 
and health care sectors in New Zealand of providing publicly-funded (either 
full or partial) oral health care for dependent older people (that is, those in 
residential care and receiving home-based support). 
What Types of Participants are being sought? 
We would like to interview up to 15 experienced staff in government, 
other agencies and experts involved with aged care and health care in 
New Zealand. Participants will also be asked if they can recommend other 
people relevant to the project to be interviewed. 
What will Participants be asked to do? 
Should you agree to take part in this project, you will be asked to participate 
in a 50-60 minute face-to-face or telephone interview, conducted at a time 
and place convenient to you. Prior to the interview, you will also be sent 
some brief information on oral health issues for older people and oral 
health systems in different countries. 
 
What Data or Information will be collected and what use will be made of it? 
The interview will include questions about the oral health issues facing 
dependent older New Zealanders, recommendations on how best to 
The feasibility and acceptability of publicly-funded oral health care 
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provide and reduce the cost of oral health care for dependent older New 
Zealanders, and the challenges in doing so. Participants will also be asked 
to comment on publicly-funded oral health care provision and funding 
scenarios from other countries to seek their views on the feasibility and 
acceptability of those scenarios for New Zealand. We will also collect 
information on your professional position within the sector. 
 
While the exact nature of most interview questions has been determined, 
the nature of other questions will depend on the way in which the interview 
develops. You have a right to decline to answer any specific interview 
question(s) if they make you hesitant or uncomfortable. The information 
collected will be written up in a Masters thesis, peer-reviewed articles, and 
presented at academic meetings and conferences. 
Data will be downloaded and stored securely on University of Otago 
password-protected computers. The information gathered in the 
interviews will be kept confidential, as will the names of informants. If 
quotations from the interviews are to be included in publications to 
illustrate key findings, a general descriptive title for the informant will be 
included. No identifying features will be presented. All audio-files from the 
interviews will be erased from the recorder(s) once they have been copied 
to a password-protected computer. Any personal information about the 
participants will be destroyed at the completion of the research. Data 
obtained from the research will be retained for at least 5 years in secure 
storage. 
What will be the benefits and risks of participation? 
Although participants will receive no direct benefit from participating, we 
hope the study will provide much-needed information on ways to improve 
dependent older people’s access to oral health care services and their oral 
health. 
It is not expected that participation in the study will have any adverse 
impacts on participants. Participants will not incur any financial costs. 
Can Participants change their mind and withdraw from the project? 
Your participation is entirely voluntary. If you do agree to take part in the 
study, you are free to withdraw from the study at any time, without having 
to give a reason and without any disadvantage to yourself. 
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What if Participants have any questions? 
If you have any questions about our project, either now or in the future, 
please feel free to contact: 
Moira Smith, Department of Public Health (04) 3855541 moira.smith@otago.ac.nz 





This study has been approved by the Department stated above. However, 
if you have any concerns about the ethical conduct of the research you 
may contact the University of Otago Human Ethics Committee through the 
Human Ethics Committee Administrator (ph +643 479 8256 or email 
gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence 






I have read the information sheet concerning this research and 
understand what it is about. All my questions have been answered to my 
satisfaction. I understand I am free to request further information at any 
stage. 
 
I know that: 
1. My participation in the project is entirely voluntary. 
2. I am free to withdraw from the project at any time without any disadvantage. 
3. Personal identifying information will be destroyed at the conclusion 
of the project but any raw data on which the results of the project 
depend will be retained in secure storage for at least five years and 
only the researchers will have access to it. 
4. This project involves a semi-structured interview to collect 
information about my professional position, and my views on 
oral health care provision and funding for dependent older 
people. 
While the exact nature of most interview questions has been 
determined, the nature of other questions will depend on the way in 
which the interview develops. Consequently, although the general 
areas to be explored in the interview are known, the Committee has 
not been able to review the precise questions to be used. In the event 
that the line of questioning develops in such a way that I feel hesitant 
or uncomfortable, I have the right to decline to answer any particular 
question(s). 
5. I agree to the interview being recorded and transcribed. 
6. I understand every effort will be made to preserve my anonymity; if my 
quotations are to be included in publications I will not be named but a 
general descriptive will be included. 
7. The results of the project will be presented in the form of a Master’s 
thesis. They may also be published and presented in peer-reviewed 
journals, reports and conferences in New Zealand and 
internationally. 
I agree to take part in this project.                                                                        Yes / No 
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I would like to receive a copy of the overall findings in due course. Yes / No 







Semi-structured interview schedule 
 
Thank you for agreeing to take part in this research. Have you read the information 
sheet and signed the consent form? [Confirm] 
As described on the information sheet and as we have discussed, I would like to 
ask you some questions about oral health care provision and funding for 
dependent older people. For this study, older people are those people aged 65 or 
older who are living in residential care or living in their own homes but receiving 
care support. So I’ll be asking about what you know about older people’s oral 
health and your views on that; the funding and resources involved in providing 
oral care. I’ll have a few examples of different oral health care provision and 
funding systems for older people that I’d like your views on; and then we’ll finish 
up by talking about how a system of care might work in New Zealand. 
Are you happy for me to record this interview for later transcription? Do you have 
any questions? [Obtain verbal consent] Please be aware that this interview is 
confidential, that you don’t have to answer any questions that you don’t want to, 
and that you can stop the interview at any time without any disadvantage to you. 
 
General questions 
Before we start talking about oral health, I’d like to ask you a couple of general 
questions about yourself. 
What is your role in your organisation? 
Prompt: How many years have you been in that role? 
Can you tell me about your previous experience in oral health care and/or aged 
care? 
 
Oral health care provision 
Could you tell me about any personal experience you, or someone you know, has 
with getting oral health treatment? 
What sorts of oral health problems are you seeing among older people in your 
sector? 
What changes in these issues have you seen over time, if any? 
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How do you think those problems could be addressed? 
Prompts: preventive care, go through each that they talked about and others 
they didn’t 
Where do you think the responsibility lies for providing oral health care services 
for dependent older people? 
Prompts: Government, DHBs, residential care facilities, dental sector 
Where do you think the responsibility lies for funding oral health care for 
dependent older people? 
Prompts: central government, DHBs, residential care facilities 
There are several options for oral health provision for older people. Could you tell 
me your thoughts on each of them, please? 
permanent in-house treatment within residential care, mobile vans, 
domiciliary visits, trips to dentist offices 
 
[To interviewees involved in aged care services] 
In your sector, how is oral health care provided for older people? 
Prompts: who provides it, what training do they receive, how is this funded, 
what are the costs involved, equipment needed? 
 
Oral health care funding systems 
Did you manage to read the information sheet I sent about oral health care systems 
overseas? 
Do you have any questions about it? 
Could you tell me about any other dental systems overseas that you know about? 
What aspects of these systems do you think would be applicable to a New Zealand 
setting, if any? 
What aspects of these systems wouldn't work in New Zealand? Why not? 
 
Designing an oral health care system in New Zealand 
In your opinion, what would an ideal system of oral health care for dependent 
older people in New Zealand look like? 
157 
 
What would be needed to put this in practice? 
 Prompts: funding, increased workforce, administration 
 Political support e.g. public campaigns 
What are the challenges and barriers to providing this treatment? 
Prompts: language barriers, different demographic needs, lack of patient 
uptake, higher professional costs, lack of staff training 
What kind of support would be needed to overcome these barriers? 
Prompts: greater intersectoral collaboration, funding for staff training, 
funding for in-house treatment in residential care 
 
Finally, if we keep the status quo system of oral health care for dependent older 
people, what kind of issues do you see arising in future? 
 
Is there anything else you’d like me to tell about that I haven’t asked? 
Would it be ok to contact you again for clarification if necessary? 






Background information sheet for confirmed interview participants 
 
Information on older people and oral health in New Zealand 
• Oral health impacts older people’s general health, quality of life, and 
communication. Oral health issues for older people can cause dental pain, 
unwanted dietary changes, mental distress, and secondary health 
conditions such as aspiration pneumonia. 
• As dental technology improves, more older people are retaining their 
natural teeth; 43.4% of people in residential care and 47.8% of people living 
in their own home still have some of their natural teeth. 
• The cost of treatment prevents many older people from visiting the dentist. 
According to the Our Older People’s Oral Health Survey, 17.3% of people in 
residential care and 32.1% of people living in their own home avoided 
dental treatment because they couldn’t afford it, with significantly higher 
rates among Maori, Pasifika and Asian people (being 1.3x, 2x and 1.5x 
respectively more likely to do this than ‘other’ ethnicities) (CBG Research, 
2015). 
• The current dental system offers little public funding for dental care outside 
of emergency services and WINZ dental grants of $300 a year for those 
below a certain income threshold. To give an idea of what that $300 can pay 
for, dental fees vary widely around the country, so an examination can cost 
anywhere from $65 to $82, while an extraction could cost anywhere from 
$193 to $258. 
• Many dependent older people have low incomes, as they are often reliant 
solely on the pension and on family support. Residential care costs are paid 
for with the pension plus a governmental accommodation supplement, with 
the result that many dependent older people have less than $50 a week left 




Dental systems in other countries 
Ireland: Medical card ownership entitles low-income older people to a limited 
range of free basic dental care, under the Dental Treatment Services Scheme 
(DTSS). From 1994 until 2010, this included full funding for fillings, extractions, 
root canals, denture repair and all other basic treatments, but austerity measures 
in 2010 reduced their availability to ‘emergency situations’ only (except for 
extractions). From 2001-2009, medical card ownership was available to all adults 
over age 70; from 2009 onwards, eligibility has been determined by means-testing. 
As a result of these restrictions, state spending on the DTSS fell from €62.3 million 
in 2009 (NZ$120m in 2019) to €10.3 million in 2015 (NZ$17.9m in 2019). 
Consequently, the numbers of preventive or restorative dental treatments have 
fallen significantly while extractions have risen. 
 
Australia: Older people in Australia are eligible for pensioner card ownership, 
which entitles them to a limited range of basic dental care. However, publicly-
funded dental care for these card holders varies between states; some states fund 
the total cost of dental care while some only provide a partial subsidy for 
treatment. As such, funding costs vary between states; South Australia spends 
AU$117 per eligible adult per year, while Northern Territory spends over AU$300 
per eligible adult. In 2011, the average out-of-pocket expense for individuals 
receiving dental care was AU$203 (NZ$226.90 in 2019). However, the pension 
itself is subject to means testing, which means that some low-income older adults 
may still be ineligible for treatment. 
Some studies about oral health care and older people show promise in alternative 
funding models to the status quo. Peter Foltyn’s ‘$1 per day’ model proposed that 
older people in residential care could deposit $1 per day in a fund that, after a year 
of saving, they could then use to pay for dental treatment. In another study, a 
mixed model of professional oral care and daily mouth care by trained nurses was 
projected to save up to AU$923 per resident (NZ$973.58 in 2019) and averted up 




Canada: In Canada, most dental care is privatised; only 6% of it is publicly funded. 
Like Australia, public funding for dental care varies by province. However, some 
studies have calculated approximate costs of publicly-funded treatment. In 2008, 
the British Columbia Dental Association estimated it would cost CA$24 million 
(NZ$34m in 2019) per annum to treat lower-income older people, while CA$26.5 
million (NZ$37.6m in 2019) would extend coverage to all residents in long-term 
care facilities (serving a population of 28,371 at the time). This coverage would 
include basic dental care, dentures, and emergency treatment. 
 
United Kingdom: The United Kingdom oral healthcare system varies between 
countries, but essentially operates under the NHS, and provides dental treatment 
through a mixed model of public funding and individual payments from patients. 
NHS treatment is available in three categories: the first costs the patient £22.70 
(NZ$47.90 in 2019) and covers basic emergency treatment such as pain relief or 
temporary fillings, examinations, X-rays and preventive 6 treatment like fluoride 
or a sealant; the second costs the patient £62.10 (NZ$131 in 2019) and covers 
fillings, root canals and extractions; and the third costs the patient £269.30 
(NZ$567.90 in 2019) and covers more complex procedures like crowns, dentures 
and bridges. Although NHS subsidies are helpful for many low-income patients, 
many people still have trouble accessing an NHS dentist in their area, and many 
still avoid treatment owing to cost. 
